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PERSONAL STUDY PLAN
NAME: Julie O’Fiaherty 
DATE: November 23 1999
DATE OF REGISTRATION: October 29 1999 -September 2001 
STUDENT CARD NO.: 3918246 
PERSONAL TUTOR: Dr.Glynis Laws'
Overview
The portfolio will cover a few diverse areas as opposed to one central theme. This 
is because I want the portfolio contents to be meaningful and practically relevant to 
my post in child and adolescent psychiatry. Hence I will be focussing on a number 
of specific areas that I have found merit examination from both an academic and a 
professional viewpoint. It is my aim that, for example, the critical reviews will yield 
important practical knowledge which will contribute to my professional practice.
 ^Dr. Glynis Laws was replaced by Dr. Lorraine Nanke as personal tutor in autumn 2000.
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PROFESSIONAL DOSSIER
CV and CPD
see attached document
Clinical Work
I intend that the Professional Dossier includes a 5,000 word account of a piece of 
work I will be conducting with a colleague from the Child and Adolescent 
Psychiatry team in January/February 2000. This entails running a group for 
adolescent boys entitled “Social Skills in Peer Relationships”. The group will be 
held one afternoon per week for 6 weeks. Group members-wiH-be-S-adolescenT 
boys who live in this health board region who are currently (on an individual or 
family basis) in receipt of services from the Child and Adolescent Psychiatry team. 
My aim is to :
assess social competence focussing specifically on peer relations;
use, adapting and modifying as appropriate, existing social skills training material;
develop a social skills training package;
evaluate the effectiveness of the group by 1) quantitative measures which assess 
social competence and 2) qualitative measures such as semi-structured interviews 
with group participants.
Anticipated probiems
Practical problems such as drop-out of participants which will mean it will be 
difficult to monitor and quantify the effectiveness of the programme and possibly 
difficult to implement some aspects of the programme
ACADEMIC DOSSIER
1st critical review: Therapeutic Approaches to Managing Elective Mutism 
(4,500 words)
2nd critical review: (4,500 words)
Treatment approaches to encopresis
Treatment Approaches to Managing Elective Mutism
This topic arose out of an interesting case, the management of which is proving 
problematic for my service. I feel that it will be useful to do a comprehensive search 
of relevant and recent literature in order to first, identify the treatment approaches 
that are most commonly used, secondly in order to evaluate what works and thirdly 
to analyse how it/they work. I hope to make this review available to my team and 
that it will either highlight new approaches which can be explored or provide 
support for the type of work which is currently being undertaken with regard to this 
case.
Treatment Approaches to Encopresis
This topic arose out of case which my service is finding resistant to treatment. I 
want to do a comprehensive search of the literature in order to see if there are any 
other approaches which could be tried.
RESEARCH DOSSIER
Title: Further development of the Adolescent Satisfaction Questionnaire (ASQ): an 
examination of how it correlates with client, parent and therapist perspectives on 
therapy outcome (20,000 words)
Research Supervisor: Dr. Eilis Hennessy, Department of Psychology, University 
College Dublin, Belfield, Dublin 4
Background
My M Psych Science thesis consisted of the construction and validation of an 
evaluation tool for use in adolescent mental health services. I called this tool the 
Adolescent Satisfaction Questionnaire (ASQ). I developed this instrument for a 
number of reasons.
First, I was aware of the increasing trend towards evaluation of services by service 
providers. Secondly, from my own search of the literature it became apparent that 
service providers in the mental health field have largely ignored the views of their 
young clients when evaluating services. Thirdly, a limited number of suitable and 
psychometrically sound evaluation instruments for use with young people 
attending mental health services exist. Of these none have been developed for 
use specifically in the Irish context.
This study will draw on the research on consumer evaluation of mental health 
services and the development of instruments for same, particularly on the work of 
Shapiro et al. (1997) in Ohio, USA. The study is original in that it will take place in 
Ireland, with an Irish sample group and using a satisfaction questionnaire, the 
ASQ, which was developed for Irish adolescents. Moreover, the ASQ contains 
items which reflect the views elicited from adolescents themselves.
The team that I work with are interested in formalising the way that they monitor and 
evaluate the work that they do with clients and in particular, with assessing 
consumer satisfaction with services. Hence, I would envisage that my research 
project will contribute to professional practice and quality as well as to my own 
knowledge base of this area.
Research Questions
I intend that my Psych D research thesis will use the ASQ and build on it. 
Specifically, I will be asking the following questions:
1 Is outcome in therapy (as assessed by parents, adolescent clients, 
therapists) related to perceived adolescent client satisfaction?
2 Is parent satisfaction with therapy related to the adolescent client's 
perceived satisfaction?
3 Do factors such as age, sex, diagnosis, complexity of case influence 
perceived adolescent client satisfaction?
Design and Methodology
Participants
Clients aged 11+ attending Child Psychiatry Services in an Irish health board 
region between January 2000 and June 2001. Every new client in this age range 
and their parent(s) who begins attendance between January 2000 and December 
2000 will be asked to complete a number of psychometric instruments at intake and 
six months later (less if therapy is completed before six months). I would hope to 
achieve a sample of approximately 100 adolescents and 100 parents.
Instruments 
1 Outcome 
Child measures
•Youth Self Report (Achenbach, 1991)
•A visual analogue scale e.g. to quantify severity of problems on a 10 point scale 
pre-therapy and six months later (in order to assess if client goals were met)
•FAM3 short form (to assess significant relationships in client’s life)
•Adolescent Coping Scale
Parent measure
•Child Behaviour Checklist (Achenbach, 1991)
•A visual analogue scale e.g. to quantify severity of problems on a 10 point scale 
pre-therapy and six months later (in order to assess if parent feels if client goals 
were met)
Therapist measure 
•Honoska
•Global Assessment of Functioning (DSM IV)
2 Satisfaction 
Child measure
•Adolescent Satisfaction Questionnaire, ASQ (O’Fiaherty, 1998)
Parent measure 
•Parent version of the ASQ
Data Collection
1 To obtain permission from the health board research committee.
2 To obtain parental consent to take part in study. This involves completion of 
instruments by children and parents and permission to follow-up by phone if 
therapy is discontinued.
2 To administer child, parent and therapist outcome measures pre-therapy 
during the intake period, January 2000 - December 2000. In effect this will mean 
that therapists on both child psychiatry teams will ask parents to complete outcome 
measures (described above), administer adolescent measures to clients at the 
first/second session and complete the therapist outcome measures themselves. 
Therapists on both my own team and our counterpart have agreed to participate.
3 To re-administer child, parent and therapist outcome measures six months 
into therapy or within six months if therapy is completed or discontinued in that 
time. Therapists on both teams will be involved with data collection.
4 To administer child and parent satisfaction measures 6 months (or less if 
therapy is completed or discontinued within that time) after intake (period June 
2000 - June 2001). Again, therapists on both teams will be involved with data 
collection.
I intend to liaise with both teams on a regular basis, keep records of which therapist 
is seeing which client and send reminders at the 6 month mark.
5 To collate demographic details etc collected routinely at intake interview and 
at case closure, in order to look at whether factors such as age, sex, diagnosis, 
complexity of case influence perceived client satisfaction.
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Anticipated hurdies
1) Meeting my target sample group number of 100 adolescents. Approximately 80 
adolescents attend the service in one health board area every year. Hence, I can 
expect the same number for the year 2000. However, it is possible that not 
everyone attending will agree to participate in the study. Thus, I will need the 
cooperation of my colleagues in the other health board area to provide me with 
clients for my sample group. Unfortunately, these therapists do not operate out of a 
centralised psychiatry department, so from a logistics point of view, it will be more 
difficult for them to administer questionnaires to parents in a waiting room and to 
keep track of questionnaires etc.
2) Statistical analyses - I would welcome advice re same and about sample 
number!
TIME PLAN
Research Dossier
October 1999- January 2000
submitting proposal to ethics research committee
Identification and ordering of research instruments
discussing research with colleagues and asking them to participate
drafting parental consent form
January 2000 - June 2001
Familiarise both teams with the instruments to be administered (January 2000)
Data collection by both teams (January 2000 - June 2001)
I will continue to work on other aspects of the thesis concurrently, eg, data input, 
literature analysis and review.
June 2001 - July 2001 
Statistical analyses of data collected
July/August 2001 
Writing up
Academic Dossier
January 2000 - June 2000
1st critical review: Therapeutic Approaches to Managing Elective Mutism 
literature search, collation of material, reading, analysis, first writing and revisions
June 2000 - December 2000 
2nd critical review:
literature search, collation of material, reading, analysis, first writing and revisions
Professional Dossier
Social Skills in Peer Relationships 
December 1999
Identification and modification of treatment package; literature search; contacting 
participants; obtaining parental consent
January - February 2000 - running the group; March - June 2000 writing up.
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Teaching Social Skills In Peer Relationships to Adolescent Boys
Overview
This clinical report of a service development outlines group-based teaching of 
social skills in peer relationships to adolescent boys attending an out-patient child 
and adolescent psychiatry (CAP) serviced The rationale for offering this new 
service arose from an awareness by GAP staff of the increasing number of 
youngsters, particularly boys, with social skills problems, which were exacerbating 
and maintaining other aspects of their diagnoses. Consequently, in collaboration 
with a colleague® from the CAP team, a social skills programme was developed 
and delivered in early 2000 to a group of eight youngsters over a seven-week 
period. The aims of this clinical report are to provide an account of why such a 
service was needed, to document the development and evaluation of a social skills 
training programme for boys referred to CAP, and to identify potential areas for 
improvement in the service.
The Need for a Service
The nature of social skills deficits in children attending the service 
As the sole clinical psychologist on a multidisciplinary CAP team, approximately 
50% of my caseload at any one time consists of youngsters with Attention Deficit 
Hyperactivity Disorder (ADHD), Asperger’s Syndrome, depression and dyspraxia. I 
find (and my CAP colleagues’ reports confirm this) that these youngsters 
experience social interaction and communication difficulties with their peers, 
particularly in the school context.
Children with ADHD (a psychiatric diagnosis which includes attention and 
concentration, activity and impulsivity problems) are frequently “socially out of tune” 
(Green, 1994). Diagnostically, their symptoms must cause “clinically significant
All potentially identifying information has been omitted from this report to preserve anonymity.
My colleague was a psychiatric nurse with post-graduate training in cognitive behavioural therapy.
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distress or impairment in social, academic or occupational functioning” in order to 
meet ICD-10'' criteria for hyperkinetic disorders (World Health Organisation, 1992). 
Furthermore, such children often misread social situations; in a group, they may try 
overly hard to be friendly and may be perceived as annoying, bossy and 
sometimes bullying. It was intended that group participants with problems in this 
area would benefit from a social skills programme that focussed on sharing 
activities, turn taking and paying attention to group tasks.
Children with Asperger’s Syndrome (a syndrome generally recognised as a less 
severe form of Autism, lying towards the higher functioning end of the Autistic 
spectrum) present with a number of other social interaction difficulties. In order to 
meet ICD-10 diagnostic criteria for Asperger’s Syndrome they must demonstrate 
“qualitative abnormalities in reciprocal social interaction”. Moreover, they often 
have difficulty with both two-way interaction and group interaction. They do not 
pick up on subtleties of non-verbal behaviour and social communication and need 
to be taught the rules that govern social interaction. They have been described as: 
naive and easily taken advantage of; egocentric and lacking in tact; having well- 
developed speech but poor understanding of the subtleties of language such as 
irony and having difficulty initiating and sustaining conversations; using a pedantic 
style of speech and unnatural tone of voice; using inappropriate eye contact and 
body language and misjudging “social distance” ; sometimes disliking physical 
contact but usually wanting to be part of the social world (Williams, 1995). Both 
clinical experience and the literature indicate that children with Asperger’s 
Syndrome want friends but find it difficult to make them. Williams (1995) 
recommends that they be taught how to react to social cues and be given 
repertoires of responses to use in various social situations. She advises that these 
children can learn the correct way to respond and must be taught social skills 
intellectually. In addition, since children with Asperger’s tend to be socially 
reclusive, there is all the more need to foster interactions with others. The present 
intervention aimed to help participants with Asperger’s Syndrome by focussing 
specifically on developing self-awareness and tuning into non-verbal cues and 
more generally by giving them the opportunity to interact with others.
Children who suffer from mood, depression and anxiety related illnesses typically 
experience a loss of interest or pleasure in activities that are normally enjoyable.
 ^ International Classification of diseases and health related problems, tenth edition
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reduced self-esteem and confidence, and ideas of unworthiness. Typical 
associated behavioural characteristics include avoiding social situations and 
sometimes even withdrawal from same, difficulties forming new social relationships 
and with social interactions in general. ICD-10 criteria for anxiety, depressive and 
mood disorders include symptoms such as anxiety in social situations, socially 
avoidant behaviour, social withdrawal, loss of interest in activities and lack of 
emotional reactions. One theory views social interactions as central sources of 
positive reinforcement that have been reduced in depressed persons (Lewinsohn, 
1974; Lewinsohn, Clarke, Hops & Andrews, 1990). According to Kazdin’s (1990) 
analysis of the literature in this area, depressed children show clear deficits in 
areas such as popularity and participation in social activities. It was envisaged that 
referral to a social skills group would enable children with mood and anxiety 
disorders to learn the basics of reciprocal social interaction, for example, by 
maintaining eye contact, developing listening skills, and giving and receiving 
appropriate feedback.
Although social skills / functioning difficulties are not necessary for a diagnosis of 
dyspraxia, I find that in practice these youngsters also present clinically with social 
interaction and social behaviour difficulties. Dyspraxia may be defined as a 
difficulty with planning and anticipating sensory motor movements and tasks. A 
child with dyspraxia may in varying degrees have a combination of motor, 
perceptual, attentional, kinesthetic, language, behavioural and personality related 
difficulties. It is with the final category that we are concerned here, i.e. the 
personality related difficulties. In the school context there may be difficulty forming 
relationships leading to social isolation, particularly as the child gets older. 
Because of the above myriad of difficulties, the child with dyspraxia often finds it 
difficult to keep friends or to judge how to behave in the company of others. For 
example dyspraxic children have difficulty judging whether something is 
appropriate or inappropriate to say, and often say it before they can think it through. 
Ripley, Daines and Barrett (1997) outline a model of interrelated factors of 
playground problems reported by parents of children with dyspraxia. Experiences 
of bullying, ridicule and social isolation occur in terms of a network of interrelated 
factors - poor performance in games, difficulties in understanding rules, being an 
unwelcome team member, being a loner, reluctant to join in games, having poor 
self-esteem and displaying aggressive responses to frustration. It was envisaged 
that the present intervention’s focus on teamwork, for example, turn taking and
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cooperation, would be of particular benefit to members with dyspraxia.
While psychiatric diagnostic criteria facilitate the differential diagnosis of ADHD, 
Asperger’s Syndrome, depression, anxiety and dyspraxia, a considerable amount 
of overlap exists between the social dimensions of each. Children with ADHD, 
dyspraxia and to a lesser extent children with Asperger’s Syndrome, have most in 
common; these children want to join in and interact with others but lack the 
appropriate skills to do so. Children with ADHD have difficulty controlling their 
impulses which means that socially they tend to act before thinking. Children with 
dyspraxia tend to want to be first and to grab for things. Children with Asperger's 
Syndrome are extremely egocentric and have difficulty judging social distance. 
Hence, all these children have problems with self-awareness, social judgment and 
display traits which can be perceived as annoying by their peers. Children with 
affective disorders are somewhat different; since they lack the social skills required 
for eliciting rewarding interactions with others (Lewinsohn, 1974; Lewinsohn et al., 
1990) they tend to avoid initiating conversations (Carr, 1999). This may result in 
their being perceived as aloof by their peers. Both children who suffer from mood 
and anxiety related disorders and children with Asperger’s syndrome tend to find it 
easier to avoid social situations. Children with dyspraxia and children with 
Asperger’s Syndrome struggle with their inability to judge the subtleties of social 
situations. Aggressive responses to frustration are typical in children with ADHD 
and dyspraxia.
Therefore, the development of a successful treatment intervention, i.e. a social 
skills training package, needed to take into account both commonalities and 
differences. The treatment package developed needed to be broadly based in 
order to address deficits in a number of areas. Our goal was to develop and 
enhance social skills in peer relationships using a social skills programme - 
designed with reference to existing social skills packages and the literature - which 
would take into account these considerations.
Referral to the group
Participants were referred to the group by therapists working as part of a 
multidisciplinary team in CAP. The scope and aims of the group had been outlined 
and discussed with therapists at weekly team meetings. Consequently, therapists 
put forward names of children already attending the service whom they believed
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appropriate and who would benefit from inclusion. These children were all 
experiencing varying degrees of difficulty in the area of social skills and 
interpersonal relationships related to or as a consequence of their primary 
diagnoses (described below). Because the boys were already attending the 
service, therapists were able to Judge whether they would be able to cope in a 
therapeutic group situation. Therefore, it was felt that further screening was not 
required. The only exclusion criteria employed was age, i.e. younger boys were 
not invited.
Group participants
Participants were eight boys aged between 10 and 16 years® who had been 
attending the CAP service for between four and forty-three months. All boys were 
living at home and were in full-time education. Psychiatric diagnoses included 
depression (n=1), ADHD (n=2), Asperger's Syndrome (n=3). Dyspraxia (n=1), 
mixed anxiety and depressive disorder (n=1). Cognitive and intellectual 
functioning data was available for seven of the eight participants. Overall IQ 
(Intelligence Quotient) as measured by the Wechsler Intelligence Scale for 
Children, third edition (WISC-III) in the group ranged from Borderline to Average.® 
Table F-1 Appendix F summarises each of the participants' diagnoses according to 
ICD-10 classification (World Health Organisation, 1992), epidemiology, course and 
usual treatment method.
Development of the Programme
The effectiveness of group teaching
Teaching social skills in a group context that requires interaction between 
individuals and hence practice of interactional skills, can be a more useful 
educational tool than teaching social skills as part of one-to-one therapeutic input. 
However, while considerable research shows that social skills can be taught and
® Originally It was intended to restrict the age range to13 to16 year olds, however the age bands were 
widened in order to facilitate the inclusion of two younger children with social skills difficulties who 
were considered in other respects to be cognitively and developmentally mature.
Tor those children who obtained overall IQs in the Borderline range this was generally due to poor 
Performance scoring on tasks requiring visual spatial ability, perceptual organisation ability and 
processing speed, which depressed overall IQ scoring. For most. Verbal IQs were in the average 
range. Individual cognitive strengths and weaknesses were considered in preparing the content of 
the group sessions.
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improved within a group setting, the key to generalisation of skills to real-life 
situations depends on a number of factors (Spence, 1995a). These include: 
involving parents, teachers or peers in the sessions; using props and moving items 
in the room around to resemble the actual situation being role-played; the selection 
of socially valid and relevant (particularly to the participants) target skills; teaching 
the basic skills involved in conversation such as eye contact, posture and tone of 
voice which are relevant to most situations.
Group teaching methods are derived predominantly from cognitive behavioural 
therapy techniques, for example, role play, modelling and rehearsal of appropriate 
social behaviours, and generating and brainstorming as many possible alternative 
ways of dealing with social problems. Social skills-training programmes focus on 
the child’s entry into the social group, the development of conversational skills and 
problem-solving skills, impulse control, anger control and the development of 
social skills (Cantwell, 1996). This makes them particularly useful to children with 
ADHD. Carr (1999) considers group interventions in particular to be useful for 
helping depressed teenagers develop social skills and social problem solving 
training, so that they can initiate and maintain positive interactions with peers. 
Since depressed teenagers tend to avoid initiating conversations and tend to 
engage in depressive, self-critical or pessimistic talk and social withdrawal, Carr 
recommends social skills training which aims to teach strategies for initiating, 
joining, tracking and making contributions to peer group conversations, following 
which, training in social problem solving may begin. Ripley et al. (1997) 
recommend social skills training groups at primary and/or secondary level for 
children with dyspraxia. Children with Asperger’s Syndrome benefit from being 
taught intellectually how to interact with others (Williams, 1995). This is further 
enhanced when they are given the opportunity to interact with others in a group 
situation.
The Intervention
The next stage in development of the programme - following analysis of the type of 
techniques that have been tried and tested - was to decide on the elements to 
incorporate in the development of this social skills training package.
Four of the six session topics were decided upon in advance. For each of these 
topics the materials of Spence (1995a, b) and Foster (1986) were consulted,
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adapted and integrated with the facilitators’ own ideas. Spence’s excellent 
programme consists of a set number of structured sessions (16 sessions). It was 
beyond the scope of this service to offer a package as comprehensive and lengthy 
as that of Spence. Hence, we utilised what we considered to be ideas which would 
be particularly useful with our youngsters, for example, an exercise which 
encouraged the youngsters to use a “social detective” (Spence, 1995a) in dealing 
with certain problematic situations. Session three which focussed on teaching self­
presentation and awareness skills (skills which are often lacking in children who 
are depressed, socially anxious, and children who have Asperger’s) drew on some 
of the ideas of Foster (1986). Another important consideration when choosing 
session content was to pitch the sessions at the cognitive level of all participants. 
Since most group members had verbal IQs which fell within the average range, 
content was selected accordingly. The fact that children with this range of 
diagnoses would be bound to exhibit differences in learning style was considered 
by the authors in their choice of a range of different techniques (e.g. verbal, visual, 
kinesthetic) for teaching social skills, rather than reliance on one modality.
Finally, it was important to make the group venue as accessible as possible from a 
geographical point of view. Therefore, transport was arranged and provided by the 
CAP service to and from the venue.
Description of programme content session by session 
Introductory session
The rationale behind content choice for session one was to provide some non­
threatening introductory topics which allowed the participants to get to know each 
other, to tell the group something about themselves, their needs as expressed in 
group rules (for example, what they needed in order to feel comfortable in the 
group) and what they hoped to achieve by attending (goals). The format and 
content was deliberately simple in order to take into account the apprehensions 
and anxieties that people attending a group of this nature would have. The first 
session included:
•Introduction by facilitators incorporating an outline of the programme.
•An introductory game (ice-breaker) aimed at introducing group members to each 
other (the boys did not know each other prior to the start of the group). Participants 
and facilitators (standing in a circle) said their names, called out the name of 
someone else in the group and threw the ball at that person; that person repeated
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his name, called someone else’s and threw the ball at him. This continued for a 
number of rounds until everybody’s name had been called (sometimes more than 
once!).
•Generating group rules i.e. rules which group members felt should be adhered to 
within the group. Rules generated included items such as “no ganging up on one 
person”, “don’t shout people down”, “make an effort”.
•Activity - participants were required to choose a photograph each (from a large 
display of photographs entitled “Photospeak” (Speirs) which appealed to them and 
then invited to tell the group what it was about the photograph that appealed to 
them and why.
•Individual goal setting aimed at eliciting what the youngsters hoped to achieve 
from attending the group. The list of goals generated was as follows;
1 How to get along better and make friends
2 Learn how to trust
3 Better able to talk to others
4 To get better judgment
5 Trust with secrets
6 Support
7 More ideas (for developing social skills).
•Preparation for session two, “promoting positive peer relationships”, in which the 
facilitators spent some time brainstorming a list of what the group members 
considered to be friendship qualities.
Session two “promoting positive peer relationships”
The aim was to get the youngsters thinking about what they looked for in a friend 
and what type of a friend they were to others. It focussed on the importance of 
problem solving as a social skill (Spence, 1995a) and its relevance to youngsters 
who have difficulty focusing on and analysing situations step by step. Content 
included:
•Warm-up exercise.
•Brainstorming with the group - what is a good friend? why is it important to have a 
good friend(s)? why is it important to be a good friend?
•The group was split into two halves and each given a problem case study, “asking 
to join in” (see Appendix B) and asked to provide advice, i.e. problem solving.
•The group was asked to rate how good a friend they felt they were, and how good 
a friend they would like to be (on a scale from 0-10).
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Session three “self-awareness and self presentation”
Since children with diagnoses of ADHD, Asperger’s Syndrome, dyspraxia and 
mood / anxiety disorders tend to lack self-awareness and to be insensitive to subtle 
social cues, it was envisaged that a session which focussed on demonstration and 
teaching of appropriate behaviours would be beneficial. The techniques 
employed, for example role-play, have demonstrated some efficacy in the literature 
(Carr 1999; Williams, 1995).
The aim of this session was two-fold. The first focussed on;
•Encouraging participants to gain awareness of their bodies, for example where 
they felt tension, what made this tension worse. A deep breathing and visualisation 
exercise proved useful in this regard.
•The second aspect focussed on what skills are necessary for successful 
conversation. Participants generated a list, for example “eye contact”, “tone of 
voice”. A role play was conducted between one facilitator and one participant, the 
aim of which was to demonstrate the difference in effect of good listening skills, 
such as eye contact and interest, compared with poor listening skills such as poor 
eye contact and lack of interest.
•The facilitators introduced games and energisers in order to keep the group 
motivated and interested and in order to demonstrate some of the session’s subject 
matter. Participants’ listening skills were tested in a game of “Chinese whispers”.
Session four “dealing with negative peer relationships”
The aim of this session was to teach the youngsters appropriate skills for dealing 
with difficulties with their peers. Again the importance of problem solving in 
developing social skills with these youngsters was reinforced. This session 
incorporated:
•An ice-breaker / warm-up exercise.
•An exercise in listening (as a follow-up to the previous week).
•Elements such as encouraging them to brainstorm solutions to problem case 
studies (dealing with a bully and saying “no”,see Appendix B).
•Using a “social detective” (Spence, 1995a) to encourage them to examine and 
analyse problematic social situations before acting.
•Role play situations.
•Towards the close of this session group members were invited to rate the amount 
of effort they felt they had made so far in getting to know each of the other members
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(see Appendix C). The aim of this exercise was two-fold; firstly to give the 
facilitators some feedback and secondly to get the youngsters thinking about how 
well they were meeting the goals they had developed in the introductory session. 
•Preparation for session five. Participants were invited to suggest topics and agree 
on one, for session five.
Session five “drugs, drink and substance abuse’’
The aim of this session was to examine how the issue of drugs, drink and 
substance abuse could affect peer relationships and social situations. This topic 
was chosen by the participants themselves; the facilitators considered that giving 
the youngsters input into programme content was important for their self-esteem 
and moreover the youngsters’ ability to agree on a topic indicated some level of 
cohesion within the group.
•Group members were asked to brainstorm the effects of drugs, drink and 
substance abuse and then split into two teams. Each team was instructed to 
generate problem scenarios, for example, being offered drugs at a party, and the 
other team was invited to problem solve. Each team was rated at the end of the 
exercise by the facilitators on three variables - how practical their solutions were, 
their ability to identify the problem and their ability to identify possible solutions. 
Teams could score from 0 -10  on each of these variables (total score = 30). The 
team with the highest score won. The youngsters enjoyed this immediate 
feedback.
•Since the facilitators had become aware of some conflict between group 
members, some time was spent referring back to the initial group rules in order to 
address the conflict.
•As in other sessions, energisers and games were interspersed with content matter 
in order to maintain group interest and cohesion.
Session six “bringing it all together’’
The final session aimed to bring all the work the youngsters had engaged in over 
the previous weeks together and to congratulate them on their participation. It was 
divided into four main parts;
•Firstly each group member was handed typed up notes of the previous five 
sessions. These notes included the ideas of the group members which had been 
recorded on the flip chart by the facilitators. The facilitators recapped with the 
group using these notes.
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•Next was an award ceremony which consisted of the presentation of 
individualised certificates to each member in turn (see Appendix E).
•The third part was a celebratory party.
•Lastly before they left, group members spent some time exchanging names and 
addresses for future contact. It was hoped that this would facilitate the 
development and maintenance of friendships between group members.
Post group interview with parents
Approximately one month following completion of the group parents were invited 
to individual feedback sessions with the facilitators. Individual scores on four 
variables, interaction, participation, grasp of content and presentation, were 
summed according to the number of sessions attended by each participant and an 
overall score on each variable obtained (see Table D-2, Appendix D ). These 
results and their interpretation were explained to parents and participants 
alongside overall impressions of how the facilitators felt the children had 
progressed in the group.
Process issues
Process issues were considered from a number of points of view. Firstly, from the 
participants’ perspective some children got along better than others; it was 
necessary to monitor this, to encourage interaction if appropriate and to make sure 
that individuals were not excluded from the group. Secondly, since the facilitators 
already knew some of the participants prior to the group, and in some instances 
had built up relationships with individuals, the onus was on the facilitator to treat 
each participant equally and to suspend any difficult process issues that may have 
previously existed between them and their clients. Thirdly, over the course of the 
six weeks, issues arose between the children themselves. Since each individual 
had been referred to the group due to difficulties in the area of social functioning 
with their peers, it was to be expected that these difficulties would affect their 
functioning within the group. Hence, when one participant was displeased with 
another he was encouraged to articulate his displeasure in an appropriate manner 
and to use problem solving skills to find a resolution (as outlined in session five).
26
Evaluation of the Programme
This was the first time this particular type of group had been run for adolescent 
boys attending the CAP service. Since the content had been specially adapted 
from existing work in the area, and modified and developed for use with this group, 
it was considered important to evaluate how well the content met the needs of the 
participants, their parents (indirectly) and the aspirations of the facilitators. 
Qualitative and quantitative assessment measures were combined in order to 
assess these aspects.
Participants’ self-evaluation
Participants' self-evaluation consisted of their evaluations about firstly, the group, 
i.e. feedback about the programme and secondly about themselves, i.e. how they 
felt they were progressing in the group and whether they had changed as a result 
of attendance. This was obtained through:
a) qualitative feedback from participants at the end of each session
At the end of each session participants were usually asked what they liked about 
that day’s session and what they did not like. This was elicited by going round the 
group one by one at the close of the session. It was considered a useful way of 
obtaining feedback about specific aspects of each session, for example, what 
participants enjoyed and found useful, what aspects they did not enjoy or found 
difficult to grasp, and was helpful in planning the next session. Comments were 
recorded on a white board at the end of the session. For example, a number of 
youngsters expressed their approval of the ice-breaker chosen for the introductory 
session and requested it during subsequent sessions! Conversely, participants 
challenged the notion of a “social detective” (based on Spence, 1995a) introduced 
in session four and responded rather critically to the idea.
b) assessment of the effort participants felt they were making to interact with others
At the end of the fourth session participants were asked to rate the effort they had
made in getting to know others in the group on a 3-point Likert-type scale (see
Appendix C). Facilitators believed that this would give some informal indication of
whether people were beginning to practise the social skills which they were being
taught. Frequency of ratings was recorded by facilitators. Participants most often
described themselves as making “some effort” with others in the group. Only two
participants described making no effort (with one person in each case). It was
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possible to use this information to both monitor any potential conflict amongst these 
children and to promote more harmonious relationships as described in session 
five (where time was spent revisiting group rules).
c) administration of “Social Competence with Peers Questionnaire - pupil” 
(Spence, 1995b). See Appendix A.
This questionnaire was used to obtain quantitative information about how 
participants perceived themselves socially, for example, popularity amongst other 
children. Participants completed it one month prior to the group and immediately 
after the final group session. Dependent t tests were used to evaluate pre- post 
change. Overall, no statistically significant differences were reported by children 
pre- and post group. Table 1 presents means, standard deviations and t tests for 
change. Since the normative data^ mean rating on the SOPQ-PU is 15.53, 
standard deviation=3.17 (Spence, 1995c), and higher ratings indicate greater 
social competence, it can be seen from Table 1 that the children who participated 
in the social skills group viewed themselves as less socially competent than the 
normative group.
Parent evaluation 
This was obtained through;
a) administration of “Social Competence with Peers Questionnaire - parents” 
(Spence, 1995b). See Appendix A
Questionnaires were posted to parents approximately one month before the first 
group session. Questionnaire items attempted to gauge parents’ perceptions of 
their children’s social skills, for example, whether their children get invited to 
parties or see friends at weekends. The same questionnaire was given to 
participants for delivery to their parents following the final session. Analysis of 
results using a dependent t-test indicated no significant change (see Table 1). The 
higher the score the greater the social competence; hence, parents’ evaluations of 
their children’s competence actually decreased from pre to post-test, while the 
youngsters’ evaluations increased (but not significantly in either case). In 
comparison to normative data where the mean rating on the SOPQ-P was found to 
be 14.82, standard deviation=3.12, the parents of the social skills group 
participants rated their children’s social competence considerably lower.
 ^Normative data for Spence’s (1995) questionnaires were collected for a sample of 376 children and 
adolescents aged 8-17 attending school in the Sydney metropolitan area and 187 parents.
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Table 1 Pre- and post-group questionnaire means, standard deviations and t tests for Change
Pre Post t test
Questionnaire N pairs M SD M SD t P
SCPQ-pa 4 6.3 4.2 4.5 1.3 1.1 NS
SCPQ-PUb 8 9.8 2.2 10.6 4.7 -.6 NS
^Social Competence with Peers Questionnaire - Parent(s)
^Social Competence with Peers Questionnaire - Pupil
b) feedback from interviews
Qualitative measures consisted of individual post-group interviews with parents. 
Parents were invited to attend one individual session (it was intended to obtain 
parents' feedback about the group as well as give feedback to parents about their 
children’s participation). Parents’ comments about the group were positive, for 
example, parents described how their children looked forward to attending the 
group on Friday afternoons, meeting other children and travelling in some cases 
together (the CAP service arranged taxi transport as necessary for children who 
were travelling from the same areas). One parent was pleased that her son had 
made one particular friend in the course of the group, had already been invited to 
his house and had had this friend to visit him at home, something quite unusual for 
her son. Given the severity of the social difficulties inherent in these children’s 
psychiatric diagnoses this is encouraging feedback. Also, this kind of direct 
feedback provided information about practical considerations encountered in 
attending the group, for example, transport to and from the group. Comments were 
noted informally by the facilitators.
Facilitator evaluation
a) attendance and attrition
Attendance and attrition were noted by the facilitators as one indicator of the 
success of the group. All eight boys who were offered places in the group 
accepted and none terminated prematurely.
b) assessment of participants
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After each session the facilitators used a 10-point scale to rate each participant on 
each of four variables (see Table 2 for example). These variables were specifically 
chosen as they were considered to be integral components of the development of 
social skills and the participation in a social skills group. The first variable, 
participation, assessed the effort and involvement that had been made that session 
by each group member. For example a rating of 'O' described no active effort or 
participation, while at the other end of the scale, a rating of ‘10’ described optimal 
motivation, contribution, active listening and effort during that day’s session. The 
second variable, interaction, was a description of how well the boys related and 
interacted with each other during the session, for example, whether boys who 
previously had no contact were beginning to form alliances, friendships. The third 
variable, grasp of content, was considered particularly important as one measure of 
how appropriate each session’s content was to the developmental and cognitive 
level of participants. For example, if after any one session, facilitators recorded low 
scores on this variable for a number of participants, it was necessary to reexamine 
content for that day and analyse what in particular participants had difficulty 
grasping and if content could be presented differently. It was noted that one group 
member tended to score low i.e. “5” or lower, on the grasp of content variable for 
each session; in retrospect this child should not have been included in this 
particular group due to his younger age (10 years 5 months) and level of maturity. 
The fourth variable, presentation, was chosen to describe how well individuals had 
come across at each session; for example, participants’ physical appearance, 
maturity of behaviour while waiting for each session to begin or during transitions 
from one exercise to another, general helpfulness and contribution towards the 
smooth running of sessions.
In the example of session one. Table 2 indicates that participants 1 and 2 scored 
highest overall, while participant 8 scored lowest overall. Scores on each variable 
ranged from 0 to 7 for interaction, 2 to 7 for participation, 3 to 7 for grasp of content 
and 1 to 6 for presentation.
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Table 2 Session One scores tor each participant
Participant Interaction . Participation Grasp of Content Presentation Total
1 7 7 6 6 26
2 7 6 7 6 26
3 2 5 5 5 17
4 3 5 6 5 19
5 0 4 6 4 14
6 3 4 4 4 15
7 1 3 3 3 10
8 0 2 3 1 6
Scores for each participant were derived from the sum of the four variables for each 
session (see Table D-1, Appendix D). This indicates degree of change over time 
and in each case there was improvement from session one to five. This evaluation 
provided a comparative measure of participants’ progress relative to each other 
and individually from session to session. It was also possible to obtain total scores 
for each of the four variables (the last session was not evaluated in this way since 
its main purpose was to re-cap and to present certificates). See Table D-2, 
Appendix D.
Ethical Issues
As with any therapeutic intervention ethical issues such as consent and 
confidentiality arose which had to be considered. In terms of consent to participate 
in the evaluation, it was not necessary to ask permission as it formed a part of 
routine clinical audit. It was most important to respect the confidentiality aspect of 
what participants brought to and discussed in the group. This was one of the rules 
of the group laid down by the participants themselves at the first session. The issue 
of the children’s right to confidentiality also had to be considered when meeting 
with their parents. It was decided that individual psychotherapy be suspended for 
participants for the duration of the group, in order that participants feel that they 
were all receiving equal input from the clinic team.
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Future directions
The package which the facilitators developed was individually tailored to suit the 
cognitive, social and behavioural needs of the youngsters. As such the content 
worked well; children grasped it easily, questioned aspects of it and in general 
were interested and involved with it. Obtaining brief overall feedback from 
participants at the end of each session meant that facilitators were in no doubt 
about what aspects of the package participants liked/disliked. For example, it was 
noted by the facilitators that group members challenged the notion of a ‘social 
detective’ (based on Spence, 1995a) introduced in session four and responded 
rather critically to the idea. In retrospect, this may have been partly because too 
much material was covered in session four and not enough time was spent 
explaining the idea. Hence, this will be presented differently in future delivery of 
the package. Unfortunately, while the feedback elicited from participants - about 
what they liked/disliked about the session - was used to inform about the content 
from session to session, it was not recorded in a manner that is amenable to 
presentation in this report. In future evaluations, in addition to recording feedback 
on a white board, it would be useful to tape record this aspect of sessions - with 
participant agreement.
Obtaining verbal feedback from parents at the post-group interview was also an 
integral part of the evaluation process. In retrospect however, it may have been 
even more useful to tape and then transcribe parents’ comments, so that more 
detailed content analyses could be performed.
The quantitative feedback measures used consisted of the pre- and post- group 
checklists developed by Spence (1995b). These had the advantage of being quick 
and easy to complete as well as being psychometrically sound. It would make 
sense to retain them in future evaluations in conjunction with the more qualitative 
interviews. Spence (1995b) has also developed longer questionnaires (30 items) 
which focus specifically on social skills for administration to parents, teachers and 
pupils. These questionnaires could also be administered in the future and may 
yield more detailed information.
Unfortunately, statistical analyses failed to detect any significant changes in social
skills functioning. It must be noted though that it is difficult to demonstrate
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statistically significant change with numbers so small (eight participants and their 
parents). Moreover, the complete package outlined by Spence (1995a) is 
designed to be delivered over 16 sessions followed by two booster sessions. It 
may be that the six sessions delivered in this instance was not enough to 
demonstrate change of a statistically significant nature. Future delivery might be 
better over an increased number of sessions, practical considerations - for 
example, transport, funding, clinicians' time and participants’ commitment - 
permitting. Another alternative may be to hold a social skills summer camp, run 
each day for one week, so as to keep the momentum going for participants and to 
more strongly link the themes from session to session.
The evidence from the qualitative feedback suggests that the social skills group 
helped develop the participants’ social skills and foster friendships; such an 
experience is surely as important as differential measures of outcome.
Summary and Conclusions
Six group sessions were held over a seven week period. Facilitators were one 
clinical psychologist and one nurse behaviour therapist. Session content was 
developed by the facilitators who drew on existing material in the area, modified 
and adapted it and integrated it with their own ideas. In-depth evaluation utilised 
quantitative and qualitative methods and included questionnaires and less 
structured feedback from parents and participants alike. The fact that statistical 
analyses failed to find any change in social competence pre- to post-group is not 
unexpected. The beneficial effects of running a group can be hard to assess using 
circumscribed instruments, especially with small numbers. If the feedback received 
from both parents and their children is to be fully considered, then the group did go 
far towards helping participants learn more about social skills in peer relationships. 
Furthermore, this was the first time that such a group was run by these two 
facilitators. Hence it was necessary to research, collate, adapt and develop 
material such that there now exists a package for teaching social skills in peer 
relationships to other youngsters attending the CAP service.
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Appendix B 
Case Studies
Case Study
Dealing with a bully
Dear Bart,
I  am 13 years old. There is a fella in my class who picks on me every day, 
says mean things and calls me rude names. He tries to make me look stupid 
in front o f other people and laughs at me. I  don *t know how to handle this. 
What can Tdo?
Case Study
Asking to join in
Dear Bart,
I  am a 14 year old boy. I  find it very hard to make friends in school. Ifind it 
hard to think o f something to say, I  go red, or I  say something stupid. I  am 
afraid people will laugh at me. What can I  do?
Case Study
Saying No
Dear Bart,
I  am 13 years old and I  am part o f a gang. I  like most o f the boys but some 
o f them make me do things that I  am not happy with.
I  am afraid o f losing my friends and feel I  will be on my own i f  I  do not join 
in. I  am very unhappy, please tell me what to do.
Appendix C 
Effort made in getting to know each other
Y our N a m e ;
H a v e  y o u  m a d e  a n  e ffo r t  t o  g e t  t o  k n o w  e a c h  g ro up  m e m b e r  ? 
Please tic k .
Group M embers N ames: No Effort S ome Effort Good Effort .
Appendix D 
Table D-1 Participants’ total scores over time 
Table D-2 Facilitator total ratings of participants on each variable
Table D-1 Participants’ total scores over time
Participant
1 2
Sessions
3 4 5
ia 24 18 25
2 26 27 27 13b 34
3 17 23 27 19 30
4 19 16 24 18 34
5 14 7 19 27 31
6 15 12 21 17 21
7 10 21 25 18 20
8C 6 12 26 31
^Participant 1 missed sessions 4, 5 
^Participant 2 sick during session 4 
^Participant 8 missed session 3
Table D-2. Facilitator total ratings of participants on each variable
Participant Participation Interaction Grasp of content Presentation
1 18/30a 15/30 18/30 18/30
2 31/50b 31/50 36/50 29/50
3 30/50 26/50 30/50 30/50
4 29/50 25/50 29/50 28/50
5 25/50 13/50 33/50 27/50
6 22/50 15/50 24/50 25/50
7 26/50 23/50 20/50 25/50
8 21/40C 16/40 22/40 18/40
^Participant 1 was evaluated for three sessions (marks out of 10 on each occasion) 
bParticipant 2 was evaluated for five sessions (marks out of 10 on each occasion) . 
^Participant 8 was evaluated for four sessions (marks out of 10 on each occasion
Appendix E 
Certificates awarded
ificate
This is to certify that
has successfully completed
a course in
Social Skills in Peer Relationships
January, Tehruary 2000
Signed:
Julie O Flaherty 
Course Facilitator
Breda Phelan 
Course Facilitator
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Appendix F
Table F-1 Summary of participants’ diagnoses
Table F-1 Summary of participants’ diagnoses
Diagnosis ICD-10 Classification Epidemiology Course Treatment
Attention Deficit
Hyperactivity
Disorder
Hyperkinetic 
Disorder (F90)
ICD-10 
1 - 2%
fair to good •behaviour
management
•drug therapy
•school-based
interventions
•psychotherapy
Asperger’s
Syndrome
Pervasive
developmental
disorder
Autistic 
spectrum 
disorders 
affect 1 - 
2% of the 
population
lifelong •social skills
training
•school-based
interventions
•behaviour
management
•psychotherapy
Depression Moderate depressive 
episode without 
somatic features 
(F32.1)
2-8% in 
adolescence
more 
likely to 
suffer 
adult 
depress­
ion
•psychotherapy 
individual and/or 
group - based 
•drug therapy
Anxiety/Depression Mixed anxiety and 
depressive 
disorder (F41.2)
extent
unknown
often
chronic
•psychotherapy 
•drug therapy
Dyspraxia Specific developmental Severe: 1 - 2% lifelong 
disorder of motor of all 7 year olds; 
function mild: 4 -6 % of all
7 year olds
•school based 
interventions 
•occupational 
therapy
•psychotherapy
RESEARCH DOSSIER
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Abstract
This study explored the concept of service satisfaction and its relationship to 
outcome in a mental health setting. Data collection spanned approximately two 
years and data was collected from two sites at two different points in time, intake 
referred to as Time A and discharge/six months into therapy, referred to as Time B. 
Children/adolescents, their parents and their therapists were asked to complete a 
number of psychometric instruments at Time A and Time B. These instruments 
included the Adolescent Satisfaction Questionnaire (ASQ) an instrument specially 
designed for use with a population of Irish youngsters with mental health difficulties 
(O Flaherty, 1998). One hundred and nine children and their parents participated 
in Time A. Of these it was possible to follow up 65 children and 59 parents at Time 
B. Results indicated that children and parents were satisfied with the service they 
received overall. There was a moderate positive correlation between overall child 
satisfaction scores as assessed by the ASQ and overall parent satisfaction scores 
as assessed by the PSQ (r=.46, p=.000). Multiple regression analysis with child 
satisfaction (as assessed by the ASQ) as the dependent variable yielded no 
significant predictor variables. Multiple regression analysis with parent satisfaction 
(as assessed by the PSQ) as the dependent variable yielded one significant 
predictor variable - the child’s functioning at Time B (as assessed by the Parent 
visual analogue scale). Satisfaction was not related to outcome. Child satisfaction 
scores as assessed on the ASQ were found not to be related to improvement from 
Time A to Time B on the YSR scales measuring total behaviour problem scores 
(r=.03, p=.426). Parent satisfaction scores as assessed on the PSQ were found not 
to be related to improvement from Time A to Time B on the CBOL scales measuring 
total behaviour problem scores (r=.12, p=.203). However, results indicate 
improvement on a number of measures from Time A to Time B. Children reported 
significant improvement from Time A to Time B on the YSR total problems (t=3.52, 
p=.001) and internalising problems (t=3.21,p=.002). Parents reported significant ' 
improvement on the CBCL total problems (t=-3.64, p=.001), internalising problems 
(t=3.83, p=.000), externalising problems (t=2.99, p=.004). Similarly, both children 
and parents reported significant improvement on the visual analogue scales of 
problem severity (t=3.91, p=.000 and t=4.66, p=.000 respectively). Therapists 
reported significant improvement in their clients as assessed on the HoNOSCA 
(t=8.59, p=.000) and the GAF (t=-6.64, p=.000). Correlational analyses between 
children and parents’ ratings of their problems at intake and between their 
perceptions and therapist perceptions of change in problems from Time A to Time 
B indicated low to moderate positive correlations. Multiple regression analyses 
with change in HoNOSCA scoring as the dependent variable, identified complexity 
and duration of presenting problems at intake as significant predictor variables.
This research also compared treatment drop-outs to people who persist with 
treatment. No significant differences except on one variable (parents’ marital
relationship) were found (1, N=105) =10.45, p=.001. Qualitative data analyses 
yielded further information about children’s and parents’ perceptions of the service. 
This research attempted to combine a number of quantitative measures of outcome 
with qualitative methods in order to assess process and outcome in a 
child/adolescent mental health service.
V
Chapter One
Introduction
1.1 Overview
The aim of this research is to explore the concept of perceived satisfaction within a 
child/adolescent mental health service from the perspectives of 
children/adolescents and their parents and to assess if this satisfaction is related to 
therapeutic outcome. Furthermore, it hopes to identify factors within clients or 
related to their problems which will predict their satisfaction and outcome. A 
corollary of this is to examine any differences between children who complete 
therapy and those who terminate prematurely. Chapter One discusses service 
evaluation in a broad sense focussing on; the satisfaction aspect of any good 
service evaluation model; parent/child agreement about symptoms, therapeutic 
outcome and satisfaction; what the literature tells us about children who drop out of 
both therapy and research studies. Chapter Two outlines the methods employed 
during the two phases of this research. It describes the participants in detail, the 
instruments and measures used and the procedural steps followed. Chapter Three 
details the results of quantitative and qualitative analyses pertaining to satisfaction, 
therapy outcome and also addresses factors which relate to those children who 
drop out of therapy prematurely. Chapter Four discusses these results and their 
implications in the context of the issues outlined in the literature review in Chapter 
One.
1.2 Service Evaluation
This section opens by examining the concept of service evaluation. It reviews the 
background behind the development of service evaluation, attempts to explain 
what it is and also addresses its usefulness. Next, it discusses methods and 
models of service evaluation making recommendations about those variables 
which are considered critical to good service evaluation. Examples of evaluation 
studies which incorporate these kinds of methodologies are highlighted.
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1.2.1 Background to service evaluation
In the current social and economic climate it is no longer sufficient for service 
providers to operate without external monitoring. There are a number of reasons 
for this - an expectation on providers to prove that they are giving value for money 
without compromising the quality of health care standards; intense competition for 
funding and support between mental health service agencies, meaning that each 
strives to demonstrate better performance than their competitors; competing 
treatment technologies and alternatives which have been developed, to the extent 
that providers must demonstrate the efficacy ot one treatment method over another; 
a move towards the idea that how the professional carries out his/her work should 
be subject to external monitoring and increasing recognition by clinicians of the 
importance of feedback on the outcome of their practice (Burchard & Schaefer, 
1992; Henggeler, Schoenwald, Pickrel, Rowland & Santos, 1994; Hunter, 
Higginson & Garralda, 1996; Plante, Couchman & Diaz, 1995; Sperlinger, 2002).
There are a number of parties interested in the concept of service evaluation albeit 
from different perspectives. These include families and children, governments, 
legislators and policy makers, employers and programme administrators, managed 
care companies and clinicians, researchers and scientists (Kurland, 1995; Plante 
et al., 1995; Sperlinger, 2002; Stuntzner-Gibson, Koren & DeChillo, 1995). For 
example, families and children are demanding a greater say in service delivery 
decisions, and indeed the research suggests that asking this group some 
straightforward questions about their level of satisfaction appears to be both 
meaningful and useful as an approach to service evaluation (Stuntzner-Gibson et 
al. 1995). Legislators and policy makers are interested in accountability, thus 
requiring agencies in receipt of government funding to demonstrate efficiency and 
value for money. Employers and programme administrators too are interested in 
making their services more responsive to changing needs (Plante et al. 1995; 
Stuntzner-Gibson et al. 1995).
What is service evaluation?
In its original form, the term “service evaluation” referred to service audit, the 
monitoring of outputs with an emphasis on quantity and those variables which were 
directly measurable. However, service evaluation now refers to a more 
sophisticated system that incorporates what are termed ‘process’ elements. 
Included in this is the need to seek consumer views and to use this information to
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monitor performance and to both formulate and inform policy. .
There are a number of variants of the description of service evaluation. 
McConachie (1999) presented conceptual frameworks for evaluation of 
multidisciplinary services for children with disabilities. He quoted Crombie et al.’s 
(1993) definition of audit as “the process of reviewing the delivery of health care to 
identify deficiencies so that they may be remedied” (p. 102). Furthermore, 
according to McConachie (1999), service evaluation involves comparing actual 
practice with ideal but achievable standards derived from, for example, an 
examination of evidence-based research. The audit cycle involves targeting the 
problem, setting a standard, changing practice to meet this standard and reviewing 
the impact on the problem and on practice. Similarly, Evans and Lloyd (1997) refer 
to a criterion-based audit in general medical practice, whereby the practitioner sets 
explicit criteria, identifies a target standard, audits performance and then makes the 
necessary changes to address any short-fall.
Clinical audit may address clinical problems, assessment and treatment 
procedures, ethical and medico-legal issues. Service audit involves systematic 
monitoring of key aspects of a service and as such has a wider base. McConachie 
(1999) views service evaluation as a broader system comprising four stages: 
agreeing the aims of the service; examining the structure of service delivery and 
the resources available, the processes of service delivery which are adopted and 
the measurement of outcomes.
Bergman (1995) states that measurement of health outcomes in the field of general 
paediatrics should include patient satisfaction and quality of life as well as clinical 
outcomes, cost and use data. Granger and Brownscheidle (1995) describe 
program evaluation as it pertains to medical rehabilitation, as a systematic 
approach to gathering and displaying information about the type of patients being 
served by the facility, whether the care is effective in providing desired outcomes 
and whether the outcomes are achieved efficiently. House (1996) is critical of the 
quantity as opposed to quality preoccupation that is a feature of what he describes 
as “audit-mindedness”. In the field of counselling, he feels that it does not make 
sense to evaluate humanistic, dynamic or existential counselling on the basis of 
symptom modification or removal alone (quantity). By extension, he is critical of 
methods which focus on quantification and measurability and feels that in the long
39
term they will be counter-productive. Sheppard (1993) views the assessment of 
client satisfaction as an important tool in the “evaluation armoury” of helping 
professionals. In his opinion the views of clients provide information about their 
experiences of help and their relationships with professionals, as well as their 
degree of satisfaction with a service.
Hence, in the past two decades service evaluation has been increasingly practised 
in general medical services. For example, Evans and Lloyd (1997) describe how 
medical audit has been an integral part of general practice since the late 1980s. 
This trend is also developing in the field of mental health. A number of authors 
have attempted to define the nature of service evaluation as it pertains to general 
medical health services; for example, by comparing the standard achieved with 
well-defined criteria, and adjusting practice accordingly (Evans & Lloyd, 1997; 
McConachie. 1999). This procedure can be usefully employed in the mental health 
area (both adult and paediatric services). The important point however is that this 
kind of quantitative outcome information, such as information about symptom 
change, is carefully combined with consumer satisfaction data in order to ensure 
that quality of care is not sacrificed.
The utility of service evaluation
Service evaluation provides a range of information about actual practice achieved; 
careful comparison of that practice with the service’s targets and goals highlights 
discrepancies within a service and thereby provides a template for adjustments to 
be made within that service. It affords service providers the opportunity to prove 
they are giving value for money and to demonstrate better performance and 
efficiency. It helps with the decision making process and with planning services for 
the future. The utility of evaluation according to Granger and Brownscheidle (1995) 
is that it “provides opportunities for making admission criteria more appropriate, for 
improving the efficiency of treatment procedures, making adjustments in staffing 
and training of staff and for comparing results with other facilities over time to 
determine whether optimal recovery of patients is being achieved” (p.267).
If the client satisfaction component is given due respect as advocated by Cass and 
Kugler (1999): “both outcome and process issues are of crucial importance to audit 
and evaluation” (p. 117) then the area of service evaluation can only be enhanced 
and can certainly contribute to service development. Indeed while the bulk of
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service evaluation research has been conducted in the US and UK, there is 
growing awareness in the Irish mental health services of the importance of service 
evaluation with an emphasis on evidence-based practice, research and quality 
outcomes (Mental Health Act, 2001; Department of Health, Health Strategy, 2001).
1.2.2 Methods and models of service evaluation
Over the past 20 years in all areas there has been growing emphasis on 
evaluation. The issues that have been facing our colleagues in the field of general 
health and medicine - for example, accountability - are the same ones being faced 
increasingly by clinicians in the psychological and psychiatric health fields. Thus, 
the onus is on mental health practitioners to accept the concept of service 
evaluation and to demonstrate readiness to implement it. Furthermore, 
psychologists and psychiatrists must combine quantitative and qualitative research 
methods in order to assess process and outcome.
In 1990 Linden and Wen reviewed 302 outcome studies published in three 
psychological clinical journals from 1978/1979 and 1986/1987. They found that 
the number of published outcome studies had actually decreased over time, that 
the experimental designs used had been largely unable to provide answers for 
policy makers and that it was primarily the quality of measurement and 
documentation of change that had improved, for example, the inclusion of 
quantitative outcome measures such as days out of the hospital and discharge and 
recidivism counts. However, towards the last few years of the Twentieth century 
this situation seems to have shifted somewhat. For example, Kazdin (2000) (cited 
in Kazdin, 2002) estimated the number of controlled outcome studies of 
psychotherapy for children and adolescents to be in the region of 1,500. 
Furthermore, in a review of the status of child and adolescent psychotherapy 
research, Kazdin (2002) concluded that the quality of studies was so improved that 
it was possible to discern certain treatment effects. What is still lacking in his 
opinion, however, is information about the mechanisms of therapeutic change and 
the moderators of outcome.
While health services research has made considerable progress in the area of 
service evaluation, much more is known about assessing care received by adults 
than by children (McGlynn, Halfon & Leibowitz, 1995). Nonetheless, in recent 
years service evaluation has been developing in both general and mental health
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paediatric services. -
Authors in the field of paediatric general health services recommend that paediatric 
service evaluation measures be specific to children, are focussed in their aims (i.e. 
that they evaluate those areas that they set out to) and that they are based on a 
sound theoretical framework or model. Bergman (1995) outlines how increasing 
pressure on paediatricians to demonstrate accountability requires the development 
of a clinical tool kit, which should comprise practise guidelines and outcome 
assessment instruments. For such a clinical tool kit to be appropriate for use with 
children, Bergman recommends that instruments: be modified to include such 
areas as family interactions, school and play; measure not only physical symptoms 
but emotional impact on the parent and child; and examine social interaction within 
the family. Another important consideration is that they need to be age-appropriate 
in order to suit different developmental levels. In the field of paediatric mental 
health. Hunter et al. (1996) recommend that measurement tools be easy and quick 
to complete if they are to be useful in routine clinical practice. In addition, 
information should be obtained from multiple sources including parent(s), 
children/adolescents and teacher(s).
In terms of having a model or framework for service evaluation, Newacheck, Stein, 
Klein Walker, Gortmaker, Kuhlthau and Perrin (1996) have identified seven key 
domains which they feel should be included in monitoring and evaluating 
managed care for children with chronic general health problems. These seven 
areas provide a useful way of conceptualising the evaluation of psychological or 
mental health services. They include: access to care, utilisation of services, quality 
of care, satisfaction with care, expenditures for care, health outcomes and family 
impact. In relation to satisfaction with care, however, the emphasis is on the family 
(parents) and service provider rather than the child in direct receipt of the service.
Frameworks for the social, psychological and psychiatric evaluation of services 
have also been proposed (Burns & Priebe, 1996; Frankel & Heft-LaPorte, 1998; 
Thornicroft & Tansella, 1999). Frankel and Heft-LaPorte (1998) advocate the use 
of an evaluation model that reflects systems theory in case management practice in 
the field of social services research. This approach incorporates evaluation of 
direct and indirect interventions with clients on three different levels, micro 
(personal), mezzo (organisational-community) and macro (political/social policy).
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Burns and Priebe (1996) propose that mental health services evaluation examine 
the context in which the service is delivered, who the service is targeted at and how 
the service works. They name these sections context, target and system and 
advocate that data be collected on each one as a routine component of mental 
health service evaluation. Thornicroft and Tansella (1999) have identified and 
defined a set of nine ethical principles with a view to translating them into outcome 
measures for mental health service research - autonomy, continuity, effectiveness, 
accessibility, comprehensiveness, equity, accountability, coordination and 
efficiency.
Hence, in recent years there is increasing evidence of authors addressing the area 
of service evaluation from an observable and scientific framework combined with a 
more subjective one. The literature from this period indicates an increasing 
awareness that there is no single correct way to evaluate a service and no single 
correct tool which can assess all areas of a service.
So what should good service evaluation look like?
An analysis of the literature gives a number of pointers. To start off with, if it is to be 
meaningful, service evaluation should first, be comprehensive and content based. 
For example, Kurland (1995) conducted an extensive review of quality evaluation 
systems for mental health services. He found that measures tended to be based on 
the medical model focussing on symptomatic change for a circumscribed range of 
disorders. He recommended the use of more comprehensive evaluation systems, 
for example, those combining process and outcome measures. In addition he 
advocated the measurement of a variety of types of treatment, including disease- 
specific measures, warning that where content is sacrificed for the sake of brevity 
this can lead to a loss of sensitivity. This in turn may threaten accuracy and a loss 
of standards and quality improvement.
Second, in order to be comprehensive service evaluation should ask questions of 
more than one party. For example a paediatric mental health service evaluation 
should not be evaluated from the perspective of the service provider at the expense 
of the client (child in receipt of treatment or parent of child). Rather, the views of 
each of these parties must be sought and considered in detail, with equal 
importance being attributed to each.
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Third, a comprehensive evaluation should be contextually based, i.e. view the 
child's symptom and treatment in the context of family background, environment 
and social domains. For example, Hunter et al. (1996) aimed to review child and 
adolescent mental health outcome measures and to identify outcome 
measurement tools for use in routine clinical practice. Their views mirror those of 
Bergman (1995) described earlier in reference to paediatric general health; while 
measurement of outcome for children referred to child psychiatric clinics needs to 
include assessment of change in child symptoms, the assessment also needs to 
consider patient/family interactions and medical, educational and social factors. 
Hunter et al. (1996) identified three approaches for measuring child and 
adolescent mental health outcomes - population outcomes (i.e. changes in the 
health status of a population); specific outcomes (including case characteristics, 
clinical change, compliance and satisfaction - of patient, carer or carers and 
referrers - met and unmet needs); and performance indicators (for example, 
examining a service’s staffing, equipment, therapies used and waiting times in 
order to provide information about probable outcome). In the same vein, Kazdin 
(2002) recommends a range of outcome criteria to evaluate treatment effectiveness 
- impact on child functioning, on parent and family functioning and social impact 
measures. He proposes a model which focusses not just on treatment outcome, 
but also on the moderators of outcome such as child, parent, family and contextual 
factors which each affect treatment. Sperlinger (2002) advises that no system of 
outcome measurement will ever be able to capture the full complexity of the issues 
to be addressed and that any system will have its flaws or areas of weakness. 
Similarly, Hunter et al. (1996) concluded that a combination of measurement tools 
would be needed as no single tool covers each aspect of outcome.
Fourth, evaluation measures should examine process aspects of a service such as 
the client’s perception of treatment as well as outcomes such as whether the 
client’s symptoms were treated successfully. In order to do this qualitative and 
quantitative methods of evaluation must be utilised concurrently. For example, 
Barnes, Stein and Rosenberg (1999) highlight various research methods that may 
be utilised in mental health service evaluation, for example, randomised controlled 
trials, the use of quasi-experimental designs and case studies, qualitative methods 
such as focus groups, or semi-structured interviews with children and their parents. 
They recommend that evaluation be built into new and existing services, looking at 
both outcomes and process. An ecological model (similar to that described earlier
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by Bergman, 1995) which takes into account the influence of the individual, the 
family, school, local neighbourhood, and society may be most useful. Barnes et al. 
(1999) support Jacobs’ (1988) five stage model of evaluation whereby each stage 
of evaluation is more specific than the previous one, starting with level one 
collecting pretreatment baseline data and up to level five, which aims to “identify 
which treatments are most effective, under which conditions, for which children, at 
which developmental level, under what environmental conditions and with what 
concomitant parental, familial or environmental interventions” (p.284).
Hence, the last decade has seen increasing service evaluation activity in the field 
of paediatrics. There has been more discussion about how to go about service 
evaluation - what models to use and which methods to employ. We are now better 
informed on what good service evaluation in the area of paediatric mental health 
should incorporate.
1.2.3 Application of service evaluation
The previous section has focussed on design methods and models for service 
evaluation. This section will look at the application of various methods to the 
evaluation of a range of mental health services.
In previous sections the utility of assessing process and outcome was outlined. 
One example of the application of this is provided by Kirigin, Braukmann, Atwater 
and Wolf (1982). They conducted an evaluation of teaching-family group homes 
for juvenile offenders with comparison group home programs. Consumer 
satisfaction ratings were obtained through non-standardised questionnaires using 
a 7-point Likert format to obtain ratings of consumer satisfaction with various 
dimensions of the treatment program including staff effectiveness, cooperation, the 
quality of the treatment environment provided and staff qualities. These satisfaction 
ratings were combined with a number of objective dependent outcome measures 
retrieved from court and police files, such as number of alleged offences, 
percentage of youths involved in those alleged offences and percentage of youths 
institutionalised. Overall, consumer ratings and the ratings of two consumer groups 
in particular were found to be correlated with officially reported offences. Kirigin et 
al. (1982) consider that this supports the validity of combining consumer and official 
measures.
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A similar project but on a much larger scale, the Fort Bragg Demonstration, refers to 
a children’s mental health managed care project. This Demonstration comprised a 
large-scale evaluative component, the primary aim of which was to investigate 
whether the continuum of care model produced better mental health outcomes for 
children and adolescents than a traditional system of care. Several authors refer to 
the methodological issues involved in the evaluation (Bickman, Heflinger & Pion, 
1992; Breda, 1996; Heflinger, Sonnichsen & Brannan, 1996). Four critical issues 
were addressed by the Evaluation Project - implementation of the Demonstration, 
quality of services provided, mental health outcomes of the children and 
adolescents in receipt of services and costs incurred in service delivery. In relation 
to mental health outcomes, key questions included examining whether there were 
improvements in mental health outcomes of the clients, how any improvements 
compared to those of clients receiving typical mental health services and what 
mediating factors and processes contributed to the outcomes. To answer these 
questions an instrument package was developed to assess child psychopathology, 
social and family functioning and client satisfaction. The package consisted of a 
combination of structured and semi-structured interviews, behavioural checklists 
and self-report questionnaires.
Other authors have combined process and outcome measures effectively in order 
to evaluate paediatric mental health services. Burchard and Schaefer (1992) 
outline an approach developed in order to evaluate the quality of mental health 
services children were receiving within a public service delivery system in Canada. 
Referred to as the Vermont System for Tracking Client Progress (VSTCP) it 
combined quantitative and qualitative methods in order to gather data on aspects 
such as behaviour change and satisfaction. Similarly, Plante et al. (1995) describe 
how they developed a treatment outcome and client satisfaction assessment 
program for use in a mental health treatment centre for children and their families in 
California.
The comprehensiveness of measures used by each of these authors reflects the 
point made earlier by Hunter et al. (1996) that no single tool exists which can cover 
all areas.
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1.2.4 Summary
In sum then, the area of service evaluation is an expanding one in today’s social 
and economic climate. Health services in general and mental health services in 
particular are increasingly interested in evaluating their outcomes and monitoring 
the processes involved in achieving these outcomes. Researchers and 
programme planners are becoming more and more interested in finding and 
devising appropriate models through which they can deliver their services and 
which facilitate evaluation, providing them with useful feedback. It would seem that 
evaluation models which attempt to combine quantitative and qualitative methods 
are the most appropriate way forward. The literature indicates some successful 
application and utilisation of such models to date.
1.3 Satisfaction
In Section 1.2 an attempt was made to define and describe the concept and 
practice of service evaluation as it pertains to health services. Methodological 
frameworks for conducting service evaluation were described. Examples of the 
application of such frameworks to the evaluation of specific mental health delivery 
systems were outlined. In this section, one specific and crucial component of 
service evaluation will be explored in detail, i.e. client satisfaction with services. 
Some of the issues which should be considered when asking clients about their 
satisfaction will be examined first. Then, an attempt will be made to analyse how 
clients conceptualise their satisfaction with services and whether there is any 
relationship between client characteristics and levels of reported satisfaction. 
Finally, whether any significant relationship exists between satisfaction and 
outcome will be explored.
1.3.1 Issues involved in obtaining clients’ views
The move towards involving consumers in service evaluation is a somewhat recent 
and novel idea. The utility of obtaining client views of satisfaction with the services 
they receive is increasingly recognised as one important aspect of service 
evaluation (Stuntzner-Gibson et al. 1995). However, in order for the potential utility 
of clients’ views of satisfaction with services to be fully realised, a number of issues 
must be addressed by the evaluator.
First the issue of methodology; how is satisfaction gauged and how is satisfaction
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data collected, quantified and collated? How scientifically-based is this 
procedure? Following this, how can results best be disseminated? While it can be 
relatively straightforward and scientific to assess change in symptoms using 
standardised psychometric instruments, it can be considerably more difficult to 
assess satisfaction, an inherently subjective variable. In the early 1980s Lebow 
(1982) was concerned with the fact that consumer satisfaction studies in the area of 
adult mental health, had up to that point been insufficiently concerned with 
methodology. Consequently, he was critical of issues such as the lack of 
information about reliability, validity, the lack of variability in responses to 
satisfaction questionnaires, inadequate data analysis and reporting. More recently, 
Ruggeri (1994) has reviewed the concept and measurement of patients’ and 
relatives’ satisfaction with psychiatric services. He concluded that there is now 
more awareness of the complexities of the theoretical definition and 
methodological problems associated with measuring satisfaction. Furthermore, he 
feels that some improvements have been made in developing instruments that can 
measure satisfaction correctly both in patients and relatives. Nonetheless, he 
urges that validated instruments be developed and used, discouraging the use of 
ad hoc measures developed on a study by study basis. He also recommends that 
instruments should be able to examine satisfaction from differing perspectives - 
those of patients, relatives and professionals.
A second issue involved in obtaining measures of client satisfaction with mental 
health services is the difficulty involved in asking people attending mental health 
services what they think of the service and how satisfied they are with it. There are 
arguments for discounting or not seeking the views of clients in the first place. For 
example, reliability of these views once obtained. Sheppard (1993) makes the 
point that some professionals feel that if someone has mental health problems then 
he/she is unable to make logical, well-considered judgments. Lebow (1982) raised 
the point that since the client’s opinion is subjective due to the intensity of 
involvement in treatment, some consider distortions inevitable. Presumably, the 
same arguments can be put forward in order to justify not allowing young people to 
evaluate the mental health services they are receiving. However, since we know 
that clients’ cooperation and compliance with the treatment process is crucial, 
obtaining their judgments and opinions about the service and making them feel 
part of service delivery decisions may be an important part of them continuing with 
treatment. Hence, on balance, there is not enough evidence that service
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evaluation would be better off excluding clients' views.
Another consideration which concerns both adults and children attending mental 
health services is that of false expectations. Some clinicians may be concerned 
that giving their client a say will lead to false expectations. Glaser (1996) 
acknowledges that giving the child a say is not always the same as fulfilling their 
wishes. Schwab and Stone (1983) suggest another difficulty inherent in asking 
young clients for feedback about the service they attend which does not apply to 
adult attenders. This refers to the qualitative shifts in reasoning ability that children 
experience as they develop cognitively, i.e. their ability to move from concrete to 
abstract thinking. Since emotional disturbance is a more abstract concept than 
physical illness, Schwab and Stone suggest that children do not grasp the more 
abstract concepts associated with mental illness and treatment until later than they 
grasp the more concrete observable concepts associated with physical illness. 
They feel that only when further information is provided - to clarify developmental 
differences in the way both healthy as well as medically and psychiatrically ill 
children conceptualise illness and treatment - can suitable methods for assessing 
child satisfaction with treatment be systematically developed. Nonetheless, they 
stress the importance of not relying solely on parent or teacher assessments, but 
including the child’s viewpoint.
In the past two decades the social, political and economic climate has begun to 
change. Nowadays, in clinical practice, there is an awareness of the importance of 
incorporating consumer feedback in service evaluation. Service providers are 
more conscious of the rights of consumers and specifically their right to voice their 
opinions, and recognise that these opinions can actually be useful in informing 
practice and policy.
Thirdly, is the issue of the ultimate value of including client satisfaction in service 
evaluation. What is the added value of asking clients - both adults and children 
attending mental health services - for their views when quantitative data such as 
presence or absence of a symptom, may demonstrate quite clearly if there has 
been a response to the intervention? From a “scientific” point of view, satisfaction 
data has inherent difficulties. For example, we know that those clients who 
complete satisfaction questionnaires have a tendency to give positive feedback 
(Lebow, 1982; Young, Nicholson & Davis, 1995), which while complimentary to the
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service may more accurately be due to an unwillingness to offend or appear 
ungrateful by the client. What about those clients who drop out of therapy and/or 
refuse to complete satisfaction questionnaires? Are they more dissatisfied? If so, 
we remain unenlightened as to what specific aspects of the service they are 
actually dissatisfied about. Moreover, any additional financial costs incurred by the 
service in seeking consumer views needs to be considered when assessing its 
value.
Fourthly, consumer satisfaction, no matter how accurately and scientifically 
assessed, should be but one aspect of a comprehensive service evaluation. In this 
respect Lebow (1982), while acknowledging the value of satisfaction research, 
concurs that satisfaction should not be regarded as the sole determinant of success 
in treatment. He recommends that evaluation must at a minimum include client 
outcome measures, therapist-assessed measures and client satisfaction measures. 
Ruggeri (1994) agrees with this view; consumer satisfaction, although an important 
variable to be included in mental health service evaluation, is only one evaluative 
perspective in the assessment of quality and the effectiveness of care.
1.3.2 How do clients conceptualise their satisfaction with services?
satisfaction with general health services
A number of researchers have attempted to answer this question as it pertains to 
both general and mental health services. In this section, the factors that are related 
to satisfaction and dissatisfaction with adult and paediatric general health services 
will be examined. In the following section those factors which are related to 
satisfaction and dissatisfaction with adult and paediatric mental health services will 
be examined, thereby facilitating a comparison of these two distinct services.
In the area of adult general health satisfaction research factor analysis suggests 
that there are a number of commonalities. Factors which can be described as 
physician related characteristics, patient/physician communication, 
pragmatics/practicalities, have been identified (Avis, Bond & Arthur, 1995; 
McKinley, Manku-Scott, Hastings, French & Baker, 1997).
Simonian, Tarnowski, Park and Bekeny (1993) developed a psychometrically 
sound instrument to measure paediatric patient satisfaction with paediatric 
outpatient care in the US (Metro Assessment of Child Satisfaction, MACS). Factor
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analysis yielded four distinct factors which were labelled ‘patient acceptance/ trust’, 
‘patient understanding’, ‘physician empathy’ and ‘physician acceptance. These 
factors are similar to those identified by Avis et al. (1995) and McKinley et al. (1997) 
regarding adult satisfaction with general health services.
Hence, it would seem that both adults and children share the same general views 
about what is important about the medical services they receive.
satisfaction with paediatric mentai health services
Reports of satisfaction with paediatric mental health services have tended to be 
positive (Young et al. 1995). This section attempts to isolate those aspects of 
services that people tend to be satisfied with.
A number of authors have conducted comprehensive studies of satisfaction with 
paediatric mental health services, publishing studies which highlight useful and 
informative findings about the satisfaction concept. Some authors have specifically 
addressed parents (for example; Dagnan, 1991; Kotsopoulos, Elwood & Oke, 
1989; Fettle, Fyvel & Bruggen, 1995; Plante et al., 1995; Stallard, Hudson & Davis, 
1992), while others have included adolescents’ views (for example: Kirigin et al., 
1982; Loff, Trigg & Cassels, 1987; Rosen, Heckman, Carro & Burchard, 1994; 
Solnick, Braukmann, Bedlington, Kirigin & Wolf, 1981).
Some other authors specifically developed psychometrically sound instruments for 
completion by adolescents to measure satisfaction. Stuntzner-Gibson et al. (1995) 
in the US developed the Youth Satisfaction Questionnaire (YSQ) in order to assess 
how satisfied children were with the services that they receive. Brannan, 
Sonnichsen and Hefiinger (1996) developed separate instruments for measuring 
satisfaction with children’s mental health services for completion respectively by 
parents and their adolescents. Shapiro, Welker and Jacobson (1997) in the US 
developed and pilot-tested a measure of satisfaction with mental health services for 
young clients aged between 11 and 17 years, called the Youth Client Satisfaction 
Questionnaire (YOSQ).
Factor analysis of the satisfaction scaies developed by Brannan et al. (1996) 
yielded four dimensions of parental satisfaction: (1) access and convenience, (2) 
child’s treatment process (including relationship with the therapist), (3) parent and
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family services, and_(4) giobai satisfaction. Principal components analysis of the 
Youth Client Satisfaction Questionnaire developed by Shapiro et al. (1997) yielded 
two factors ‘relationship with therapist’ and the benefits of therapy (to the client). 
These factors are similar to those identified in the area of general health (adult and 
paediatric) by Avis et al. (1995), McKinley et al. (1997) and Simonian et al. (1993).
It would seem therefore that a heterogeneous group of clients (children, adults, 
those attending general health services and those attending mental health 
services) conceptualise their satisfaction in a homogeneous way. Specifically, they 
highlight the particular importance of the relationship between client and 
therapist/doctor and practicalities such as ease of access to the service.
1.3.3 1s there a relationship between ciient characteristics and 
satisfaction ievels?
general health (adult and paediatric)
In this section the relationship between satisfaction and factors/variables within or 
relating to clients (for example, demographics) is explored, first drawing on 
(■©search in the area of general (paediatric and adult) health and then in relation to 
paediatric mental health.
Some authors have found a relationship between the demographic variables of 
sex, age and socioeconomic status with satisfaction. For example, preliminary 
validation of the MACS instrument (Simonian et al. 1993) indicated an association 
between; sex and satisfaction (with girls rating their satisfaction with providers more 
positively than boys); age (older children expressed greater satisfaction with their 
providers than did younger children); familial socioeconomic status (children from 
higher SES famiiies tended to rate their paediatric visits more positively than did 
chiidren from lower SES backgrounds). Others found that patient beliefs were 
associated with satisfaction. Avis et ai. (1995) found that several background 
issues affected adult patients’ judgments of satisfaction. These included their 
beiiefs about the severity and urgency of their problem, their previous experiences 
of receiving care, and their preconceived ideas about outpatient clinics. Black, 
Sawyer and Fotheringham (1995) in their evaluation of levels of adolescent 
satisfaction with inpatient units (medical and surgical wards) in South Australia 
found that adolescents with previous inpatient experience were less satisfied than 
adolescents admitted for the first time.
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paediatric mentai health
Were any variables found to influence client satisfaction in the area of paediatric 
mental health? Preliminary testing of the YSQ (Stuntzner-Gibson et al., 1995) 
indicated that age was the only client characteristic which demonstrated a 
significant relationship to client satisfaction with mental health services. As age 
increased, satisfaction tended to decrease. The effect for gender approached 
statistical significance in that boys were more satisfied, however the strength of 
association was minimal. These results contrast with the research of Simonian et 
al. (1993) with children attending paediatric general health services in that she 
found girls and older children to be more satisfied. Brannan et al. (1996) found that 
demographic characteristics of parents were not related to ratings of satisfaction 
with out-patient or inpatient/residential treatment services. However, agreement 
regarding timing of termination was found to be significantly related to satisfaction; 
if parents and providers agreed to terminate the child’s outpatient treatment, 
parents were more likely to report satisfaction. Further analyses of responses of 
150 youths to the YCSQ (Shapiro et al., 1997) indicated a relationship between 
client satisfaction and sex, with boys generally more satisfied. Younger clients 
were generally more satisfied than older ones, echoing the findings of Stuntzner- 
Gibson et al. (1995) outlined above. Client satisfaction did not differ depending on 
parent employment status, the variable of single versus two-parent families, history 
of juvenile delinquency, whether clients had received past treatment at that agency. 
Satisfaction was not related to initial level or type of behaviour problems but did 
show a marginally significant correlation with number of sessions.
In sum, there may be a relationship between some demographic characteristics 
and satisfaction with both paediatric general and mental health services, for 
example, age and sex. This is in contrast to Lebow’s (1982) review of adult mentai 
health satisfaction and client characteristics where no relationship was indicated. 
Hence, paediatric services evaluation would seem to be a more complex area than 
adult services evaluation.
1.3 .4  1s satisfaction related to outcome?
This section will examine whether satisfaction with mental health services is 
dependent on outcome achieved, i.e. are people more likely to be satisfied with 
services if their problems have been successfully treated or are there other factors
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involved in feeling satisfied with a service. For example, if a client considers that 
he/she had a good relationship with his/her therapist is that likely to make him/her 
feel satisfied that he/she received a good quality service, irrespective of whether 
the symptoms have improved? interestingly, according to Lebow’s (1982) review 
of the literature on the evaluation of consumer satisfaction with mental health 
treatment, changes in psychiatric symptoms, self-reports of global improvement 
and therapist ratings of client progress show only moderate correlation with client 
satisfaction. More recently a number of researchers have attempted to address this
question.
According to Shapiro et al. (1997) outcome measures may not comprise the 
entirety of clients’ evaluative criteria for treatment, due to the fact that they are 
devised from the professional’s and not the client’s point of view. He also makes 
the very valid point that behavioural and emotional problems are affected by factors 
extrinsic to services and so change in symptoms alone should not be considered to 
equal client satisfaction. They examined the relationship between outcome and 
satisfaction. They found that YCSQ (child satisfaction) scores were related to 
parent satisfaction, parent-rated benefits of treatment, parent-reported decrease in 
child behaviour problems on Achenbach’s Child Behaviour Checklist, (CBCL), 
improvement in Global Assessment of Functioning, (GAF) (APA, 1994) scores and 
therapist-rated improvement in client functioning. However, YCSQ scores were not 
related to self-reported change in behaviour problems on Achenbach’s (1991) 
Youth Self Report, (YSR).
Rosen et al. (1994) found that overall client satisfaction with child/adolescent 
mental health services was not related to behavioural adjustment. However, 
subjects’ perceptions that their care was unconditional appeared to be strongly 
related to behavioural adjustment. Greater satisfaction with case workers was 
associated with fewer depressive or self-abusive behaviours. Youths who were 
satisfied with the amount of involvement they had with their treatment tended to be 
less likely to be depressed or self-abusive.
Guerin et al. (2000) examined parent satisfaction and therapeutic outcome in a 
child and adolescent mental health service. They found a significant positive 
correlation between only one of five subscales, the ‘prosocial scale of the 
Strengths and Difficulties Questionnaire (SDQ) (Goodman, 1997), and parent
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satisfaction as assessed by a non-standardised rating scale.
Rey, Plapp and Simpson (1999) examined clinicians’ ratings of outcome and 
parental satisfaction with a mental health facility for children and adolescents in 
Australia. Rates of clinician judgments of positive outcome were highest for 
patients seen only once while these patients’ parents were the least satisfied. 
Clinicians’ rating of outcome agreed with parents’ dichotomised rating of 
satisfaction in 73% of the cases. Clinicians rated the outcome as negative in 12% 
of cases when parents were satisfied, while the reverse occurred in 15%.
According to Sperlinger (2002) client satisfaction measures tend to focus on the 
way a service is provided rather than the clinical outcome, and there may not be a 
direct relationship between the two. “Nevertheless, measures of user satisfaction 
provide one very important tool in assessing the quality of services, which can 
provide information about outcome that is not tapped by other sources of 
information” (p. 6).
1.3.5 Summary
In Section 1.3 an attempt was made to examine an important element of service 
evaluation - client satisfaction. The issues which must be taken into account when 
obtaining clients’ views were discussed first, i hese were; methodological issues, 
the thorny issue of subjectivity and reliability of consumer opinions (especially 
when the consumer has a mental health problem), the ultimate value of consumer 
evaluation and the recognition of its importance as one, but not every, aspect of 
service evaluation. Next, followed an examination of how clients conceptualise 
their satisfaction with services. It would seem that there are a number of similarities 
between adults and children in this regard - both groups rate the importance of the 
relationship with the therapist/doctor and also the pragmatics and practicalities of 
how a service is delivered. This section also looked at whether satisfaction is 
related to any client characteristics - it would seem that there may be a relationship 
which has implications for service evaluators. Finally, the question of whether 
satisfaction is dependent on positive therapy outcome was explored. There is no 
clear relationship between satisfaction and outcome - studies reported mixed 
findings in this regard.
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1.4 Who is the client - child or parent?
in this section the issue of who is the client is explored. This is a somewhat 
contentious issue. Should the parent be spokesperson for the child or is the child 
competent enough to provide satisfaction information him/herself? This question is 
not unique to the paediatric services. Service providers to care groups such as the 
elderly and people with disabilities also face this issue. An attempt is made to 
outline the rationale for seeking feedback from the children themselves and the 
reasons why this is a more comprehensive approach than gauging adult views 
alone.
1.4.1 Why ask chiidren?
There are a number of arguments for seeking the views of young mental health 
service consumers. First, asking children and adolescents about themselves 
would appear to provide more rejiable and insightful information than asking 
second-hand informants such as parents. Children have unique perspectives on 
their own internal states and experiences and - particularly in the case of older 
children who are better able to articulate their views - can provide services with 
useful, informative feedback (Young et al., 1995). As Lebow (1982) on the basis of 
his review, points out, the client has a unique view of the treatment process. This 
kind of first-hand feedback is invaluable to the people involved in planning and 
providing services.
Secondly, there is the issue of client participation and cooperation. As clinicians 
especially appreciate, the cooperation of the client is crucial to the movement of the 
psychotherapeutic process. As Young et al. (1995) point out, children's 
dependence on adults means that they usually do not seek services for themselves 
and often do not perceive the behaviours that led to the referral as problematic. As 
such, they are being asked to cooperate with a treatment programme they may not 
have wanted, consented to, or believe to be of any value. Hence, ensuring 
cooperation with the child is even more important. Furthermore, the client’s view 
can strongly influence use and premature termination of therapy (an important 
issue which will be explored in Section 1.5).
Thirdly, children’s/adolescents’ unique perspectives on their own experiences 
have been demonstrated to differ from those of their parents. A number of studies 
conducted in the field of general medicine which utilised both child and parent
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reports highlighted the different perspectives of children and their parents. Kvist, 
Rajantie, Kvist and Sûmes (1991) compared impressions formed by children with 
leukemia or lymphoma with those of parents about disease-related changes in 
significant relationships and environmental attitudes. One of the most interesting 
findings was that the children (who had a mean age of 12.8 years) often had very 
different opinions to their parents about the impact of their disease. Similarly, 
Eiser, Levitt, Leiper, Havermans and Donovan (1996) in a clinic audit for long term 
survivors of childhood cancer found many significant differences between the 
views of children and their parents. Their results indicated a number of differences 
between parents and children in the reasons they felt it was important to attend, 
with parents generally giving more positive ratings than patients. Parents were 
more confident about confidentiality and rated themselves as better informed than 
their children. Parents and children differed in terms of what they would be most 
likely to do if they were worried in the future. Parents felt more positive than their 
children about continuing to come to the clinic.
Thus, parents and children/adolescents have distinct views on their experiences 
and how they evaluate the services they receive; as such service evaluation should 
not rely on just one form of feedback, for example, parent evaluation as proxy for 
child; rather both should be considered and assigned an equal weighting. Any 
differences between the two opinions should be viewed as a reflection of the 
complexity of the issue, as opposed to an argument for choosing one source over 
the other. If due regard is given to the issue of methodology (i.e. the methods by 
which feedback is obtained), the interpretation of data in the context of what we 
know about children’s/adolescents’ cognitive development and the importance of 
feedback - in addition to rather than instead of other aspects of service evaluation - 
then children’s/adolescents’ views have the potential to provide rich data to service 
providers.
1.4 .2 Agreement on symptoms and outcome
This lack of correlation between parent and child/adolescent reports is evident in 
the area of mental health treatment, from both the point of view of symptoms and 
satisfaction with services.
Research evidence suggests that children report more internalising symptoms than 
their parents who tend to report more externalising problems in their children
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(Angold, Weissman, John, Merikangas, Prusoff, Wickramaratne, Gammon and 
Warner, 1987; Herjanic & Reich, 1982; Rey, Schrader & Morris-Yates, 1992; 
Thompson, Merritt, Keith, Bennett Murphy &Johndrow, 1993).
Rey et ai. (1992) and Thompson et ai. (1993) found that parents and children 
agreed more often about externalising problems than internalising problems and 
parents reported more externalising problems while children reported more 
internalising problems. Angold et al.’s (1987) findings were similar - children 
reported more depressive symptoms than their parents. If a parent noted the 
presence of an internalising problem it was likely that the child also reported it. 
However, if a child reported such a symptom as present, the parents often did not 
note it. They also found greater concordance between parents’ and boys’ reports 
than between parents’ and girls’ reports, but concluded that this was probably due 
to the fact that boys tend to deny internalising problems more than girls, which 
parallels parents’ insensitivity or reluctance to admit the presence of an 
internalising problem such as depression in their child. Herjanic and Reich (1982) 
also found that when given similar structured interviews, children and mothers 
agreed most often about the child’s problems when the question concerned 
symptoms that were concrete, observable, severe and unambiguous. Children 
reported more internalising problems - neurotic, depressive, somatic symptoms - 
than their mothers did. However, children also reported more antisocial behaviour 
than their mothers; they attributed this to the fact that parents are sometimes 
unaware of antisocial behaviours that the child might engage in outside the home.
1.4.3 Agreement about satisfaction
Similarly, this variability is evident regarding satisfaction feedback from 
children/adolescents and their parents. Loff et al. (1987) evaluated consumer 
satisfaction in a child psychiatric service in Canada, obtaining the views of patients 
(aged over 13 years) and parents, by means of a postal survey. All patients in the 
survey had terminated with the program at least six months previously. Results 
indicated that most former patients and their parents were moderately satisfied with 
the services provided. Moreover, adolescents and their parents were generally in 
agreement. However, there were differences with regard to preference for 
treatment modality, with only 2% of parents rating group therapy as most helpful 
compared to 18% of adolescents. Similarly, Stuntzner-Gibson et al. (1995) 
conducted a study which evaluated what children think of the services they receive.
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As part of the study parents were also asked to rate their satisfaction with various 
aspects of the service. Results indicated that agreement between caregivers and 
children varied greatly, depending on the service or activity (for example, 
counselling, medication, family activities).
Hence, how does service evaluation - if it is to include and indeed apportion equal 
weight to the views of both parents and children/adolescents - reconcile these 
views when they differ? Maybe one option is not to look for a reconciliation (and be 
disheartened if one is unobtainable) but to accept that children/adolescents and 
adults view the world differently. Adults typically look for results; if they bring their 
children/adolescents for psychological/psychiatric treatment they look for an end 
product and have an expectation based on their experience of the world of what 
that end product should look like. For example, this might be the extinction of 
behavioural problems or the absence of emotional disorders. 
Children/adolescents on the other hand, perhaps not having prior knowledge of the 
treatment system or prior experience of the symptoms, and as already stated not 
having chosen to come for help (Young et al. 1995) have no such preconceptions. 
This presumably leaves them freer to process the therapeutic experience at face 
value rather than to judge it in terms of outcome or end product. Thus, if service 
evaluators acknowledge that children/adolescents and adults have these very 
different perspectives it makes logical sense to appreciate their resulting separate 
views, rather than to be discouraged with the lack of statistically significant 
correlations between them.
1.5 Barriers to Client Satisfaction Research
In this section two important barriers to client satisfaction research are explored - 
premature termination and non-response levels in satisfaction studies. The 
present research study therefore must take these documented issues into account 
at all stages - data collection, analysis and interpretation.
1.5.1 Premature termination
Premature termination of therapy by clients without the agreement of their 
therapists is a significant problem. Gould, Shaffer and Kaplan (1985) identified a 
drop-out rate of between 28 and 59% (based on studies of drop-out from child 
psychiatry clinics in the literature). This poses a considerable barrier to successful
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outcome in child psychiatry clinics. Furthermore, it has implications for service 
evaluation and satisfaction with services, (concepts that have been explored in 
detail in Sections 1.2 and 1.3). Are we to assume that lack of completion equals 
lack of satisfaction with child psychiatry services, or is it that services are so helpful 
to people in some cases, that they do not perceive any need to come back and 
instead terminate without consulting their therapist? Considerable research has 
focussed on why children drop out (Gould et al., 1985; Viale-Val, Rosenthal, Curtiss 
& Marohn, 1984) and on identifying those factors that make people more likely to 
drop out. For example a number of studies have examined variables such as age, 
gender, ethnicity, socioeconomic status of parents, marital status of parents, 
symptoms, parent characteristics, source of referral to clinic, patient’s reaction to 
referral, history of previous treatment, therapist factors, characteristics of the 
treatment centre, patient’s involvement in treatment plan, inpatient/outpatient status 
and frequency of therapy sessions (Chung, Pardeck & Murphy, 1995; Gould et al., 
1985; Viale-Val et al., 1984). Another consideration in comparing the findings and 
rates of attrition reported by the different studies is that attrition occurs at different 
phases of the clinic process, i.e. at intake, diagnostic/evaluation, or at the treatment 
phase and factors associated with nonattendance and rates of attrition may vary 
from phase to phase (Gould et al., 1985).
Viale-Val et al. (1984) and Gould et al.(1985) studied dropouts from out-patient 
child and adolescent psychiatry clinics. Viale-Val et al. (1984) found that age of 
child and referral source (i.e. coercive or noncoercive), did not influence drop-out. 
History of previous outpatient treatment, patient’s initial reaction to the referral (i.e. 
whether they accepted treatment) therapist factors, for example therapist 
professional affiliation and frequency of sessions, did influence whether clients 
dropped out. White patients were more likely to “no show” (i.e. fail their initial 
appointment), when social class was controlled; social class influenced no shows, 
depending on phase of treatment.
Gould et al. (1985) looked at the characteristics of dropouts from a child psychiatry 
clinic in New York. Parents of dropouts were asked to complete a drop-out 
questionnaire. A comparison of the demographic characteristics of the attenders 
and the dropouts revealed no significant differences in terms of ethnicity of the 
children, socioeconomic status of the family, or marital status of the mother. 
Furthermore, there were no significant differences between the age or sex
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distributions of dropouts and attenders. Further, there were no significant 
differences in total scores between the dropouts and attenders as reported by 
either caretakers or teachers on Achenbach’s (1991) CBCL and Teacher Report 
Form, TRF. There were no interactions between behavioural characteristics and 
sex and ethnicity. What the study did find was that the parents of dropouts 
indicated more psychopathology (of themselves) than the parents of attenders. 
Also, there was a significant excess of school referrals amongst the dropouts, i.e. 
when the referral was outside the family, then the likelihood of dropping out would 
increase. Gould et al. (1985) found that the reasons cited for dropping out were 
most often (i) that the child did not want to come back, (ii) parents feeling that help 
was no longer necessary since the child had improved, (iii) parents could not afford 
the cost of the clinic, (iv) parents expected more time with staff, (v) parents did not 
like the idea of coming to a psychiatrist, (vi) parents waited too long for an 
appointment, and finally (vii) the time of the appointment interfered with parents’ 
work.
Chung et al. (1995) studied the factors associated with premature termination of 
psychotherapy by children who had received inpatient services from a psychiatric 
hospital in the US prior to premature termination over a one-year period. A 12-item 
questionnaire was administered to an adult caretaker of all children under 18 years 
of age over the phone. Issues identified as playing a significant role in termination 
were: 1) characteristics of therapist, for example therapists being perceived as not 
caring by clients; 2) the facilities and atmosphere of the treatment centre; 3) the 
treatment plan, for example, parents feeling that plans did not meet their child’s 
needs; and 4) inpatient status.
The influence of demographic characteristics on premature termination from 
therapy is not clear-cut. It seems that therapist-related factors may be important but 
age and sex of the child are not good predictors of termination. Therapist factors 
(for example, their training, their manner with clients), the treatment centre (for 
example the atmosphere), how often treatment is offered and whether children’s 
opinions are given cognizance, may all be related to whether the child persists with 
or terminates therapy. These are aspects of service delivery over which service 
providers can exert some degree of control. Hence, if they obtain adequate data 
about these aspects they will have the information necessary to facilitate change in 
future service provision.
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1.5.2 Response to satisfaction studies
Do people who respond to satisfaction studies differ from people who do not? Or is 
response influenced simply by availability, accessibility of respondents, 
practicalities, such as locating where the client was living while in therapy or pure 
good luck? Another issue concerns respondents specifically. We know that 
feedback from satisfaction studies is general positive (Lebow, 1982; Young et al. 
1995). Are people who respond to such studies more likely to be the ones who 
were satisfied with the service and the people who do not respond more likely to be 
dissatisfied? This issue was referred to earlier in Section 1.3. Hence, is 
satisfaction research skewed to the positive? Researchers need to address these 
sampling issues in their methodology. Otherwise, we will just have the views of a 
certain population of people (those satisfied with services) and little information 
from people who are not satisfied. Some studies have attempted to answer these 
questions. Variables such as age, gender, ethnicity, family composition, 
employment status of parents, diagnosis, educational status, history of juvenile 
delinquency, need for follow-up treatment, history of prior treatment, source of 
referral, number of times seen, treatment outcome - all have been evaluated to see 
if they influence whether people will or will not respond (Kotsopoulos et al., 1989; 
Loff et al., 1987; Stallard et al., 1992).
Loff et al. (1987) compared former patients of a child and adolescent psychiatrie 
service and their parents who returned satisfaction questionnaires, to those who 
did not. No statistically significant differences were found between responders and 
non responders on age, programme, or reason for discharge. However, there were 
significant differences for: follow-up; living arrangement at discharge; educational 
placement; and diagnosis. Responders and non responders were found to differ in 
that more responders than expected required no follow-up or no further treatment, 
lived with two-parent families or were emancipated on discharge and had 
diagnoses of schizophrenia, anorexia nervosa, bulimia, schizoid disorder of 
childhood or adolescence, attention deficit disorder and parent-child problems. In 
contrast more non responders than expected required follow-up or further 
treatment as outpatients, lived within single-parent families or in an institution and 
were enrolled in special classes in public schools.
Kotsopoulos et al. (1989) attempted to compare responders and non responders to
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their satisfaction questionnaire. There were no age differences between the two 
groups, but the proportion of boys who were responders compared with girls was 
significantly higher with a male/female ratio of 2:1. A father, either biological or 
stepfather, was more likely to be present in the family of responders (75%) than 
non-responders (66%). Single mothers were the least likely to respond (19/° 
responders vs. 28% non-responders).
Stallard et al. (1992) compared responders to their consumer satisfaction survey 
with non-responders on a number of variables. Questionnaires were sent (three to 
four weeks after final contact) to parents of children who had attended a community 
child and adolescent mental health service in the UK. This number included those 
families who attended until mutual termination of contract, those who dropped out 
and those where the psychologist decided to terminate the contract. Analysis 
indicated no statistically significant differences between responders and non­
responders in terms of referral source, sex or age of the child, number of times 
seen or outcome of treatment.
Shapiro et al. (1997) examined attrition analysis and found that attrition was not 
related to sex or ethnicity, but was related to age, with the attrition children older 
than the participating youth. Attrition was not related to number of sessions, family 
composition, history of juvenile delinquency or employment status of parents. 
Attrition was not related to prior treatment at their agency but was related to prior 
treatment at another agency, with more attrition for families who received prior 
services at another agency. Attrition was also related to change as assessed by 
the Global Assessment of Functioning (GAF) scale, with the therapists rating non­
participating clients as showing less improvement.
There does not appear to be any particular pattern of client characteristics which 
distinguish those who complete research studies from those who do not. It would 
seem that the characteristics of a service are more important than the demographic 
features of its clients. However, we need to be cautious in making this statement, 
as individual research studies may be quite different in terms of their methodology, 
their sample size and sample characteristics. If studies do find a link with for 
example, age, it may also be that services are meeting the needs of certain groups 
of clients better than others. For example, a service might be better equipped for 
younger children than adolescents.
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1.6 Summary and Conclusions
1 In recent years there has been considerable growth in the area of service 
evaluation in general and regarding mental health services in particular.
2 This may be attributed to the new social, political and economic climate
which places increasing demands upon service providers to demonstrate their
efficient use of funding and resources and to plan for future service development 
accordingly.
3 Methodological frameworks for service evaluation may be expected to 
include qualitative and quantitative measures which assess both process and 
outcome variables.
4 Since the 1980s the inclusion of consumer satisfaction questionnaires in 
adult mental health services evaluation has become increasingly routine especially 
in the US and the UK. The field of child/adolescent mental health satisfaction 
research lags behind.
5 Children’s views have traditionally been neglected despite the fact that they 
are better informants about their own internal states than their parents, they often 
hold differing views from their parents, for example, about their symptoms, about 
their satisfaction, and that it is actually useful to ask them their views.
6 When children have been asked for their views these tend (like adults’ 
views) to be positive. Analysis of how they conceptualise satisfaction suggests that 
the relationship with their therapist is an important aspect of their perceived 
satisfaction with services. Therapist characteristics would also appear to be a 
predictor of termination.
7 When correlates of satisfaction were investigated, therapeutic change, for 
example improvement in symptoms, did not seem to be significantly related to 
satisfaction; this suggests that there is more to satisfaction with therapy than 
outcome as measured by improvement in symptoms alone.
8 As paediatric mental health services move more and more towards inclusion 
of consumer views at the start of the Twenty-first century, services move more and 
more towards being service-user driven as opposed to service-provider driven.
1.7 The Present Study
The present study attempts to incorporate the ideals of service evaluation outlined 
in Section 1.2. Specifically, it aims to combine quantitative and qualitative
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measures in order to evaluate a child and adolescent psychiatry service. It focuses 
upon the satisfaction component of service evaluation by using the Adolescent 
Satisfaction Questionnaire (ASQ). a measure which has proven psychometric 
properties, reliability and validity (O’Flaherty, 1998). It also aims to investigate any 
differences between children who drop out of therapy and children who remain. It 
examines whether children who are in therapy improve symptomatically as 
perceived by themselves, their parents and by their therapists, and it looks to see if
there is any consensus about this change. Hence the three principal areas
addressed in this research are;
1 Service evaluation - client satisfaction
2 Service evaluation - therapy outcome
3 Therapy drop-outs.
This study adds to the theoretical knowledge base in the area of paediatric mental 
health services in a number of ways; first, it adds to the satisfaction literature which 
- as discussed in Section 1.3 - in the past has been inadequately operationalised, 
insufficiently researched and poorly designed in terms of methodology. Secondly, 
it examines therapy outcome by providing some quantitative data about whether 
therapy works (by looking at change in people’s perceptions of problems from pre- 
to post-therapy), whether respondents, i.e. children and their parents are in 
agreement about therapeutic change and whether any factors predict this change. 
Thirdly, this study provides information about therapy drop-outs, a problem which 
provides a significant barrier to successful outcome in paediatric mental health 
services.
From a clinical point of view this research is of interest to the scientist-practitioner. 
It demonstrates how abstract terms such as “service evaluation”, “service audit”, 
“clinical audit” can be operationalised in the clinical setting and it examines how 
quantitative and qualitative measures can be meshed productively to investigate 
process and outcome variables. Furthermore, the research design employed is 
comprehensive, clear and logical. It is based on a pre- post- test design which 
allows us to see clearly if symptom change has occurred.
From a methodological point of view the inclusion of multiple respondents - 
children, parents, therapists - adds to the comprehensiveness and richness of the 
data. The utilisation of well-researched standardised instruments in data collection
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adds to the reliability of the results. In particular, the introduction and use of the 
ASQ to collect satisfaction data in an Irish paediatric mental health setting is novel. 
This instrument, developed previously by the author, has been demonstrated to 
have excellent reliability and validity. Few such instruments exist which allow for 
the collection of data relevant to children’s satisfaction with paediatric mental 
health services. Finally, no publications of research using well-validated and 
reliable assessment instruments gathered in an Irish mental health context have 
been found. This study seeks to address this gap in current knowledge.
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Chapter Two
Method
2.1 Research Design
This chapter describes the design of the research study. Data collection spanned 
approximately two years, from first collection point in January 2000 to final data 
collection point in January 2002. Two sites. Site land Site 2 were involved in data 
collection.
2.2 Service Delivery
Data collection took place in two child and adolescent psychiatry departments at 
two geographical sites. These sites correspond to two separate regions with two 
separate catchment areas within one health board in Ireland. Site 1, which formed 
the main data collection site, has a catchment area of 112,000 people spanning 
two counties, of which children under 16 years constitute approximately 31,000. 
Site 2, the second data collection site, has a total population of approximately 
94,000 people spanning two counties of which children under 16 years constitute 
approximately 25,000 (C.S.O. Census of Population, 1996). Both regional services 
operate from a central urban base, providing outlying clinics to the rural community 
and liaison to paediatric medical services. The service is provided without charge 
to clients. While Site 1 staff have their own offices, secretarial support and waiting 
room within a self-contained unit in the grounds of a general hospital. Site 2 staff 
do not operate out of a self-contained child psychiatry unit with their own offices 
and waiting room for clients; instead they are based in a general hospital and 
required to book hospital rooms for their clinics as they need them.
Services are delivered within the context of two separate multidisciplinary teams 
involving colleagues from psychology, psychiatry, social work and nursing. 
Services are accessed at both sites via medical referrals, i.e. through General 
Practitioner and hospital consultant referrals but can be initiated through social 
services. Both sites operate a priority waiting list system and in the case of Site 1 
each referral is processed at weekly multidisciplinary team meetings where they 
are then wait-listed according to priority (the more urgent the referral the higher the 
priority assigned). Emergency referrals are seen within 24 hours and usually
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originate from general hospital referrals, for example in the case of non-accidental 
drug overdose. Each new referral (child and parents) is assessed at intake by two 
members of the team from different disciplines; sometimes one member of the team 
sees the child while another interviews the parent. Alternatively, for example, in the 
case of very young children, both therapists see the child and parents together. 
Following assessment, services are offered to the child and parents depending on 
area of need. If psychological intervention is needed the case may be handed over 
to the psychologist, if family therapy is indicated the case is handed on to social 
workers who are also trained family therapists, if medication is indicated, the case 
is handed over to the consultant and/or psychiatry registrar. The various types of 
interventions necessitated in each case determines the number of people from the 
multidisciplinary team who are involved in the case.
The aim of this research was to include all new children aged 11 years plus and 
their parents® who began attending services at both sites from January 2000.
For each family it was intended to have two data collection points - one at intake 
(Time A) and another six months later or upon completion of therapy whichever 
came sooner (Time B®). Children, their parent(s) and their therapists were required 
to complete a number of instruments at Time A and to repeat them at Time B.
2.3 Time A
2.3.1 Participants
One hundred and nine children and their families in total participated in this 
research. This group consisted of two subgroups - one group of children (N=96) 
who were receiving services at a child and adolescent psychiatry department in 
one health board region which serves two counties. Site 1, and another smaller 
group of children (N=13) who were attending a parallel service in another health 
board region serving two counties. Site 2. It was initially hoped to have equal 
numbers of participants from both sites. However, it proved extremely difficult to 
recruit participants at Site 2, and data collection here finished approximately nine
® The term “parents” will be taken to include all guardians of children, the term “children” will be taken 
to include children and adolescents and terms are used interchangeably.
® For some participants Time B= discharge and for others Time B=six months after intake. In the latter 
case, as far as was feasible, participants were assessed at the six month mark but in a number of cases, 
this point occurred after six months for reasons such as; non-attendance for some weeks around that 
time; therapists omitting to administer questionnaires; participants taking forms home and forgetting to 
complete them, necessitating reminders.
68
months after starting. This occurred because of a number of reasons. First, the 
author was employed at Site 1 and so was in a position to monitor all new cases 
and ensure where possible their inclusion in the study, but did not have this degree 
of control over Site 2 which is located approximately 45 miles away. Secondly, the 
lack of self-contained accommodation at Site 2 mitigated against staff being in a 
position to administer questionnaires for completion in the waiting room or at the 
end of a session and meant that clients often brought questionnaires home for 
completion but failed to return them. Thirdly, because of the more disjointed nature 
of the team at S/fe 2 (due to poor physical working conditions) it was extremely 
difficult for the author to liaise regularly with the Site 2 team and to keep track of 
their data. Towards the end of 2000, therapists were no longer collecting data; the 
author made every effort to follow-up the cases that they had enlisted for inclusion 
in the study and decided to withdraw from Site 2 at that point.
This section will describe the demographic features and clinical characteristics of 
the participants at both sites.
Demographic data
Demographic data is collected routinely at both sites in varying degrees of detail. 
For the purposes of this research therapists were asked to complete case intake 
details forms for each participant (see Appendix A).
a) Site 1
Ninety-six children and their parents in receipt of mental health services at a child 
and adolescent psychiatry department within one health board region in the 
Republic of Ireland {Site 1) participated in this first phase of the research study. 
This phase lasted from January 2000 - July 2001. This phase was originally 
planned to extend from January 2000 to December 2000. However, due to a 
difficulty in recruiting participants particularly at Site 2, it was necessary to extend 
Time A data collection for a further period of 7 months. It was only possible to do 
this at Site 1. Data pertaining to the 96 children at Site 1 represents approximately 
79% of the total number of that age group (11 to 16 years) seen at that centre
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during that time period^®. Nine personnel (seven female, two male) collected 
data. Throughout this and subsequent sections, descriptive statistics, for example, 
percentages, means and standard deviations are based on the number of cases 
for whom valid data were available.
The age range of the youths at intake was 11 - 16  years, mean age 13.52 years, 
(SD=1.42). The sample was 54% female, 46% male. The sample was 
predominantly Irish (99%), with one child (1%) belonging to an Irish Traveller 
family. Mean number of children per family was 4 with a minimum of one and a 
maximum of 10. Most common ordinal position of the child within the family (mode) 
was eldest or second eldest (approximately 58%). Nearly 86% of children came 
from families which were not reconstituted, approximately 14% were from families 
which were reconstituted. Approximately twenty-seven per cent of youths were in 
primary level schooling, 69% in second level schooling, 3% in special schooling 
and 1% in further training.
Approximately 69% of parents reported that they were married, 21% separated, 2% 
divorced, 3% single and 4% widowed. Child’s carers were most often both parents 
(71%). Male carer occupation was most often categorised as ‘skilled 
manual/clerical’ (45%) while female carer occupation was most often categorised 
as ‘full time houseworker’ (53%)^  ^ . Mean age of male carers was 44.14 years 
(SD=6.6), n=71 respondents, mean age of female carers was 41.56 years, 
(SD=6.95), n=77 respondents.
b) Site 2
Thirteen children and their parents in receipt of mental health services at a child 
and adolescent psychiatry department within one health board region in the
Two of the 96 children were already attending the clinic but were referred to the author for 
psychotherapy by other team members and judged appropriate for inclusion in the study. One of 
these had had predominantly pharmacotherapy from team registrar and the other had had three 
counselling sessions from team psychiatric nurse.
Five of the 96 children were within weeks of their eleventh birthday at time of intake to the clinic; 
once they turned 11 they were asked if they would like to participate in the study and if willing, 
children, parents and their therapists completed Time A data collection.
Parents were asked by the clinic secretary at intake to state their occupations; these were then 
assigned to pre-determined categories by the author.
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Republic of Ireland {Site 2) participated in this first phase of the research study^ ® ^ "^ . 
Nine personnel collected data at Site 2, seven females, two males. Depending on 
the variable being analysed there may have been a complete data set of 13 cases 
or less than that whenever there were some missing data points when people 
failed to respond to a question or to complete all instruments. As with the Site 1 
data throughout this and subsequent sections, descriptive statistics, for example, 
percentages, means and standard deviations are based on the number of cases 
for whom valid data were available.
The age range of the youths at intake was 11 - 16  years, mean age 13.69 years, 
(SD=1.49). The sample was 69% female, 31% male, 77% Irish, 15% “non-Irish”, 
for example, born in the UK, 8% Irish Traveller families. Mean number of children 
per family was 4 children with a minimum of one and a maximum of 8 children. 
Most common ordinal position of the child within the family (mode) was eldest 
(36%). Nearly 82% of children came from families which were not reconstituted, 
approximately 18% were from families which were reconstituted. Approximately 
seventeen per cent of youths were in primary level schooling, 83% in second level 
schooling.
Approximately 64% of parents were married, 18% separated, 9% divorced and 9% 
single. Child’s carers were most often both parents (73%). Male carer occupation 
was most often categorised as ‘skilled manual/clerical’ (63%). Approximately 38% 
of female carers indicated that they worked full-time in the home. Of note, data is 
missing on five female carers regarding their occupation and five male carers. 
Mean age of male carers was 49 years (SD=6.5), mean age of female carers was 
43.38 years (SD=3.7).
Clinical data
a) Site 1
Therapists completed case intake details forms during and after the intake 
interview, pertaining to diagnosis, symptomatology and management plan.
This phase was cut short due to the difficulties outlined at the start of this chapter.
Unfortunately it was not possible to calculate what % of the total number of children aged 11-16 
years seen for the first time at Site 2 between January 2000 and September 2000, the sample group 
comprised, due to the reasons outlined at the start of the chapter, plus client details were not routinely 
computerised at that time.
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Regarding Site 1 children at intake, 71% had a psychiatric diagnosis on Axis 1 
(clinical psychiatric syndromes) and 12% on Axis 2 (specific disorder of 
psychological development, for example, dyslexia, dyspraxia, speech and 
language disorder). Seventy-four per cent of children were judged to be of “normal 
variation” on Axis 3 (intellectual level). Approximately 34% of children had a 
diagnosis on Axis 4 (medical conditions) and 66% on Axis 5 (associated abnormal 
psychosocial situations). Approximately 38% of children presented with a 
combination of three of the following symptom categories - emotional, behavioural, 
disturbance of relationships, somatic, motor, other symptoms, speech and 
language disorder, alleged abuse.
Therapists were asked to rate complexity of the case from “not complex” to “high 
degree of complexity” on the case intake details forms described above. Just 
under 10% of cases were judged by therapists as “not complex” at intake, while 
approximately 41% were judged as having a “moderate degree of complexity” . In 
terms of severity at time of intake, cases were most often rated by therapists as 
“moderate” (55%). Duration of disorder at time of intake was most often “up to six 
months” (34%).
Data was collected by a separate child psychiatry team at each of the sites; 
disciplines represented were psychiatric nurses, psychologists, psychiatric social 
workers, psychiatry registrars, consultant psychiatrists. Nine personnel collected 
data at Site 1, seven females, two males.
b) Site 2
Approximately 9% of cases at Site 2 were judged by therapists as ‘not complex’ at 
intake and most (36%) were rated as having a “low degree of complexity”. In terms 
of severity at time of intake, most cases were rated by therapists as “mild” and 
“moderate” (73%). Duration of disorder at time of intake was most often “up to six 
months” (36%). Therapist completed data pertaining to diagnosis and “case 
closure” details is so patchy that statistical analysis with small numbers is 
meaningless.
In sum, children at Site 1 and Site 2 were very similar in terms of demographic and 
background details and in terms of complexity, severity and duration of problems 
as assessed by their therapists at intake. Data pertaining to outcome and
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satisfaction will be combined for subsequent analyses.
2.3.2 Instruments
Children
Children completed the following: the Youth Self Report, YSR (Achenbach, 1991); 
the Brief FAM: Dyadic Relationship Scale (Skinner, Steinhauer and Santa- 
Barbara, 1995a); a Child visual analogue rating scale from 0 - 1 0  which asked the 
question “how serious do you think your problems are?”. See Appendix A for 
copies of each.
The YSR is a widely used standardised measure of internalising, externalising and 
total problems, with extensive evidence for its reliability and validity. For example, 
test-retest reliability on the total problem score was .70 for 11-14 year olds and .91 
for 15-18 year olds over a seven day period; furthermore, the YSR demonstrates 
both content and construct validity (Achenbach, 1991). The instrument is divided 
into two sections - the Competence Scales (which assess the child's perceived 
competence in relation to activities, social interactions and academic performance) 
and the Problem scales (which categorise problems into eight separate syndromes 
- withdrawn, somatic complaints, anxious/depressed, social problems, thought 
problems, attention problems, delinquent behaviour and aggressive behaviour). 
Due to the amount of time required in completing the YSR (15 to 20 minutes), only 
the Problem scales, consisting of 112 items were completed in this research. Each 
item is scored “0”, “1” or “2” ; this yields eight syndrome scale scores, an 
internalising problems score, an externalising problems score and a total problems 
score, all of which may be converted to T-scores. T-scores above the cut-off of 70 
indicate that problems are in the clinical range for syndrome scales; T-scores 
above 63 are clinical for internalising, externalising and total problems. The YSR is 
designed for completion by adolescents with a minimum reading age of 10 years.
I he Brief hAM: Dyadic Relationship Scale (FAM) is a measure of intrafamilial 
relationships. It is a reliable instrument , for example, reliability analyses for 
separate parent and child groups yielded alpha values greater than .80 indicating 
good internal consistency (Skinner, Steinhauer & Santa-Barbara, 1995b). It 
consists of 14 items rated on a scale from “0” to “3”. These items were chosen from 
the longer scales (General, Self and Dyadic) as they have the best item-total 
correlations (Skinner et al. 1995b). The sum of these items yields a total score. In
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some cases respondents may have left items blank (for example if they did not 
have enough information or were unclear about the question) and a prorated 
overall FAM score was entered based on average scoring. Total scores can be 
converted to T-scores; T-scores higher than 50 indicate more than average family 
difficulties and T-scores lower than 50 indicate less than average family difficulties. 
The Brief FAM takes about five minutes to complete.
The Child visual analogue scale was designed by the author to provide a quick 
assessment of the child's perceived severity of problems at that time.
Parents
Parents completed the following: the Child Behaviour Checklist (Achenbach, 1991; 
the Brief FAM: Dyadic Relationship Scale (Skinner et al., 1995a) a measure of 
intrafamilial relationships described above; a Parent visual analogue rating scale 
from 0 - 1 0  which asked the question “how serious do you think your child's 
problems are?". See Appendix A for copies of each.
Similar to the YSR the CBCL is a widely used standardised measure of 
internalising, externalising and total problems, with extensive evidence for its 
reliability and validity. The test-retest reliability of CBCL scale scores was 
supported by a mean test-retest r=.89 for the problem scales over a seven day 
period and r=.75 over a one year period; furthermore, the instrument demonstrates 
content, construct and criterion-related validity (Achenbach, 1991). The CBCL is 
divided into two sections - the Competence Scales (which obtain parents’ reports 
of how involved the child is in activities, how well they feel their child interacts with 
others and how well their child is performing in school) and the Problem Scales 
(which categorise problems into eight separate syndromes - withdrawn, somatic 
complaints, anxious/depressed, social problems, thought problems, attention 
problems, delinquent behaviour and aggressive behaviour). Due to the amount of 
time required in completing the CBCL (15 to 20 minutes), only the Problem Scales, 
consisting of 113 items were completed in this research. Each item is scored “0”,
1 or “2”; this yields eight syndrome scale scores, an internalising problems score, 
an externalising problems score and a total problems score, all of which may be 
converted to i -scores. T-scores above the cut-off of 70 indicate that problems are 
in the clinical range for syndrome scales; T-scores above 63 are clinical for 
internalising, externalising and total problems. The CBCL is designed for
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completion by people with a minimum reading age of 10 years.
Similar to the Child visual analogue scale, the Parent visual analogue scale was 
designed by the author to provide a quick assessment of the parent’s perceived 
severity of the child’s problems at that time.
Therapists
Therapists completed the following; the Health of the Nation Outcome Scales for 
Children and Adolescents, HoNOSCA (Gowers, Harrington, Whitton, Beevor, 
Lelliott, Jezzard and Wing, 1998), the DSM IV Global Assessment of Functioning 
Scale (GAF) and case intake details forms. The HoNOSCA is an assessment of 
child and adolescent functioning in a range of areas which demonstrates face 
validity, has good inter-rater reliability and adequate construct and convergent 
validity (Garralda & Yates, 2000). It is divided into two sections; Section A and 
Section B. Section A consists of 13 problem items rated on a scale from “0” to “4”, 
Section B consists of two items related to lack of information or access to services 
and are not direct measures of the child’s mental health. For brevity and clarity, 
respondents were required to complete the problem items. Section A, only. In 
some cases respondents may have left problem items blank, for example if they did 
not have enough information and a prorated overall HoNOSCA score was entered 
based on average scoring. Higher scores indicate a greater range of problems 
and/or more severe specific problems. The HoNOSCA takes about five to ten 
minutes to complete.
The GAF is a measure of the client’s adaptive functioning. It allows the clinician to 
rate psychological, social and occupational functioning on a continuum from “0” to 
“100”. The scale is divided into tens, for example a score of “10” indicates that the 
person is at risk, for example, suicidal intent, a score of “50” indicates serious 
symptoms in social, occupational or school functioning, a score of “100” indicates 
superior functioning in a number of areas. When appropriate the rater can use 
intermediate codes, for example, 45, 72. The DSM manual does not provide basic 
reliability or validity information about the GAF (Piersma & Boes, 1997). However, 
Jones, I hornicroft, Coffey and Dunn (1995) concluded from their research with 
severely mentally ill adults that it can be a reliable and valid measure of psychiatric 
disturbance. The GAF has been used in research studies with children (for
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example, Shapiro et al. 1997); for purposes of having comparable data it was 
decided to use this instrument in the present study also.
Case intake details forms were already being completed routinely at Site 1 but not 
at Site 2. This form consists of two pages of items pertaining to demographic 
information and clinical diagnosis and intervention. All items are multiple choice in 
format (See Appendix A).
2.3.3 Procedure
The consultant psychiatrists at both centres were approached in Summer 1999 and 
the research study and requirements outlined in detail. Once their consent was 
established, each team was approached and the research aims and method 
outlined. Two training sessions were held in December 1999 and January 2000 in 
order to familiarise each team with the instruments. Parent, child and therapist 
completed instruments were piloted on three children in December 1999 in order to 
check issues such as ease of administration, length of administration, clarity and 
comprehensiveness.
At the intake interview, clients and their parents at both centres were informed that 
the centre was currently evaluating the service they were providing to young 
people and their parents and that in the course of this they were asking families to 
complete a battery of questionnaires both at intake (Time A) and at discharge or in 
six months time, depending on which came first, (Time B). If families were 
agreeable, both parents and children gave written consent to participate (see 
Appendix B for copies of consent forms). Parents and children completed the 
questionnaires towards the end of the intake interview most often in the clinic 
waiting room. Therapists explained what was required of both parents and 
children in relation to each instrument and were on hand to answer any queries. 
Often parents completed the instruments together, particularly at intake when both 
parents were more likely to attend with the child. More often when only one parent 
completed the instruments, it tended to be mother. Sometimes parents and 
children preferred to bring the questionnaires home with them for completion. This 
was agreed with the therapist on condition that families brought them back with 
them at the next appointment.
After the intake interview therapists were required to complete therapist forms - the
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HoNOSCA, the GAF and case intake details forms.
2.4 Time B
2.4.1 Participants
In total 59 adolescents and their parents (n=53) who had attended child and 
adolescent psychiatry services at Site 1 between January 2000 and July 2001 
participated in Time B of the research.
At Time B therapists at Site 1 completed case closure details forms (see Appendix 
A) which yielded the following information. Children most often received what 
therapists categorised as “individual counselling” (46%), followed by a combination 
of treatment approaches (individual counselling, behaviour/cognitive therapy, 
pharmacotherapy, psychometric assessment) in 38% of cases. Parents most often 
received counselling which usually pertained to their children's difficulties (69%), 
participated in formal family therapy, a further 4% received a combination of 
individual parent and family work, while 23% reported that they did not receive 
therapy. Most of the sample (97%) had not received any group work at any point.
Therapists were also asked to rate (on case closure details forms) each case for 
compliance, controllability, clinical change and prognosis at Time B. 
Approximately 53% of children were rated as giving “full compliance” and 31% had 
what therapists considered “facilitative external factors”. Problems were 
considered to be most often “partly resolved” (43%). Prognosis was rated as 
“good” in 52% of cases. Forty percent of cases were not closed at Time B, with a 
further 37% having been closed by mutual agreement. At Time B mean number of 
months in attendance was 6.54, (SD=7.46) and mean number of attendances was 
6.23, (SD=4.07). In terms of missed and cancelled appointments therapists 
indicated that clients had missed no appointments in 66% of cases and cancelled 
no appointments in 53% of cases by Time B.
In total, six adolescents and their parents who had attended the child and 
adolescent psychiatry service at Site 2 between January 2000 and September 
2000 participated in the second phase of the research. However, no comparable 
case closure details (as with Site 1 children) were obtained as therapists at this 
centre were not routinely collecting this kind of information at that point.
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2.4.2 Instruments
Children
Children completed the following: the Youth Self Report, YSR (Achenbach, 1991), 
a measure of internalising, externalising and total problems; a visual analogue 
rating scale from 0 - 1 0  which asked the question “how serious do you think your 
problems are?” ; the Brief FAM: Dyadic Relationship Scale (Skinner et al., 1995a) a 
measure of intrafamilial relationships; the Adolescent Satisfaction Questionnaire, 
ASQ (O’Flaherty, 1998), a measure of satisfaction with various aspects of the 
therapeutic experience. The ASQ is a 13-item questionnaire which consists of 11 
items which can be rated on a 4-point scale from “very happy” to “very unhappy” 
plus two open-ended questions designed to elicit additional information from the 
respondent. The 11 items may be summed to obtain a total score; high scores 
indicate greater satisfaction. In some cases respondents may have left items blank 
and a prorated overall ASQ score was entered based on average scoring. The 
ASQ is a reliable instrument (Cronbach’s alpha reliability=0.80 for the total scale). 
It also demonstrates content and construct validity (O’Flaherty, 1998). See 
Appendix A for copy of ASQ.
Parents
Parents completed the following: the Child Behaviour Checklist (Achenbach, 1991) 
a measure of internalising, externalising and total problems; a visual analogue 
rating scale from 0 - 1 0  which asked the question “how serious do you think your 
child’s problems are?” ; the Brief FAM: Dyadic Relationship Scale (Skinner et al., 
1995a) a measure of intrafamilial relationships; the Parent Satisfaction 
Questionnaire, PSQ, a questionnaire designed specifically for this study which 
contains parent versions of a number of questions asked in the ASQ. It consists of 
15 items which can be rated on a 4-point scale from “very happy” to “very unhappy” 
plus two open-ended questions designed to elicit additional information from the 
respondent. The 15 items may be summed to obtain a total score; high scores 
indicate greater satisfaction. In some cases respondents may have left items blank 
and a prorated overall PSQ score was entered based on average scoring. The 
PSQ is a reliable instrument (Cronbach’s alpha reliability=0.88). See Appendix A 
for copy of PSQ.
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Therapists
Therapists completed the following: the Health of the Nation Outcome Scales for 
Children and Adolescents, HoNOSCA (Gowers, Harrington, Whitton, Beevor, 
Leliiott, Jezzard and Wing, 1998) a measure of child and adolescent functioning in 
a range of areas; the DSM IV Global Assessment of Functioning Scale (GAF), a 
measure of the client's adaptive functioning and case closure details forms. The 
case closure details form is a one-page form designed to summarise the 
interventions received by the family, their response to them and variables relating 
to change and prognosis. All items are multiple choice in format. See Appendix A.
2.4.3 Procedure
Six months after the intake assessment interview or at discharge (depending on 
which came first) clients (adolescents and their parents) were requested to 
complete follow-up questionnaires by their therapists. This usually involved giving 
clients the questionnaires at the end of the therapy session for completion in the 
therapists’ office or in the waiting room. Therapists explained what was required 
for each questionnaire and were on hand to provide assistance if necessary. 
Envelopes were provided for the satisfaction questionnaires so that clients would 
feel secure that their answers would not be seen by their therapists.
In some cases, therapists allowed clients to take their questionnaires home for 
completion along with stamp addressed envelopes. If clients had not returned 
questionnaires within usually one month, they were sent a reminder letter (see 
Appendix B) at that point. Approximately two weeks later the researcher phoned 
clients to remind them to return questionnaires and/or sent another written request.
The researcher had a working list of study participants obtained from the clinic 
secretaries and kept track of all Time A participants who were still attending the 
service six months after intake, in order to provide verbal and written reminders to 
therapists about follow-up.
It was necessary to follow up some clients by phone. This happened in the 
following cases: where clients had dropped out of therapy after a couple or more 
sessions and had not returned questionnaires which had been subsequently 
posted to them; where clients had failed to return questionnaires they had taken 
with them from the clinics at time of discharge; where clients (who may or may not
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have been discharged) had failed repeated requests by post and by phone to 
return questionnaires. In all, 11 Site 1 families (representing 11% of Site 1 intake 
number) and six Site 2 families (representing 46% of the Site 2 intake number) 
were contacted by phone^.
Interviews by phone were of necessity less comprehensive than follow-up at the 
clinics. Parents were asked if they were willing to answer some questions by 
phone (all but one parent agreed to this). They were then asked some general 
questions about their experiences with the service and their reasons for drop-out if 
appropriate, ihey were asked how their child was doing in three main areas - at 
home, at school and socially with peers; on the basis of this, the author assigned a 
Uaiobal Assessment of Functioning (GAi~) score to the child at Time B. Parents were 
asked to rate how serious they considered their children’s problems to be at this 
time (on a scale from 0 - 10). Hence, included in both the Time B Parent visual 
analogue scores and GAF scores are 17 scores each, which were derived on the 
basis of phone follow-ups and furthermore were assigned by the author as 
opposed to the therapist who had seen those children at Time A (and completed 
Time A questionnaires). Parents were asked some questions from the Parent 
Satisfaction Questionnaire, in particular, to rate on a scale from very happy’ to 
Very unhappy’ how satisfied they were with the service they had received. This 
interview took approximately 10 minutes to complete. For ease of administration 
parents and not children at this point were contacted.
Therapists were required to complete questionnaires at this point also. If the client 
was being discharged, follow-up forms were completed as part of routine clinic 
client discharge administration. In some cases different therapists would have 
completed a HoNOSCA and GAF at Time A and Time B for the same child. This 
happened in cases where a child may have been assessed by one therapist but 
referred on to another for specialist intervention. This second therapist would then 
have been in a better position to complete the HoNOSCA at Time B. Every effort 
was made to ensure that therapists completed these forms at the time of discharge 
or at the six month mark, at the same time that parents and children completed their
^^These consisted of : nine families who had dropped out of therapy (after one or more sessions) and 
the study; five families who had completed therapy but not completed the study, one family where 
children had been seen a few times and referred on without completing the study; two one-off 
assessments who did not need therapy but were contacted by phone at a subsequent date to see if 
progress had been maintained).
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questionnaires. In some cases where this was not achieved, therapists may have 
completed forms later than the six month mark, if, for example it became obvious 
that the child had dropped out of therapy and the research study.
2.4.4 Attrition anaiysis
One hundred and twenty-two children were eligible for participation at Site 1 
during the study period (January 2000 - July 2001). Of these, 96 became 
participants at Time A, representing a response rate of 79%. Reasons for non­
participation in this phase included: the adolescents were judged by themselves 
and their therapists to be well at the time of intake assessment interview and by 
mutual agreement would not be requiring intervention or follow-up; the adolescents 
and/or parents refused to complete questionnaires at time of intake; adolescents 
and parents took intake questionnaires home for completion and despite 
subsequent requests failed to return them and / or dropped out of therapy soon 
after.
Of the 96 children at Site 1 who participated at Time A, 59 also participated at Time 
B, representing a retention rate of 61%. At Site 2, it was possible to follow-up only 
6 of the original 13, representing a retention rate of 46%. Attrition rates at Site 1 
and Site 2 were therefore 39% and 54% respectively. Failure to follow-up 
adolescents and their parents at Time B occurred for a number of reasons: 
adolescents dropped out of therapy after more than one session (in these cases 
follow-up questionnaires were posted to them for completion and families often 
failed to return them); therapists omitted to administer follow-up questionnaires at 
time of discharge, necessitating postage of forms for completion (in these cases 
families often failed to return them); adolescents and parents refused to complete 
forms at follow-up despite having given written consent for same at intake 
interview.
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Chapter Three
Results
This chapter addresses in turn three areas discussed earlier in Chapter One 
pertaining to service evaluation - first, satisfaction, secondly, therapy outcome and 
thirdly, therapy drop-out.
Statistics
All statistics were conducted on a Macintosh Performa 5300, using SPSS version 
6.1_ Participants completed a number of instruments at two different points in time. 
Where they failed to answer all individual questionnaire items, mean substitution 
was used for the FAM, HoNOSCA, ASO and PSO. This was derived as follows; 
scores for individual questionnaire items were added together and divided by the 
number of responses, this average score was prorated, i.e. multiplied by the 
number of questionnaire items. This is a widely used method also computed by 
SPSS (Kinnear & Gray, 1995). The CBCL and YSR instruments were scored by 
computer; missing items were excluded from calculations.
3.1 Study Participation
One hundred and nine children and their parents and therapists participated in this 
research. This group was comprised of children attending two child and 
adolescent psychiatry departments, Site 1 (n=96) and S/fe 2 (n=13). Of these 109, 
65 children (60%) could be categorised as having completed the study, i.e. 
participating at Time B^® . Table 1 provides the full break-down of what happened 
to these 109 Time A children.
Depending on the variable being analysed there may have been a complete data set of 65 cases or 
less than that whenever there were some missing data points when people failed to complete all 
research instruments or answer all questions.
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Table 1 Breakdown of what happened to Time A children
Status N %
Completed therapy and research 26 23.9
Completed therapy not research 12 11
Once-off assessment 3 2.8
Dropout after first session 9 8.3
Dropout therapy, completed research 2 1.8
Dropout therapy and research 14 12.8
Therapy ongoing, completed research 34 31.2
Therapy ongoing, research not completed 3 2.8
Referred on, completed research 3 2.8
Referred on, research not completed 3 2.8
109 100
See Appendix C, Table C-1, for breakdown of who completed each instrument at 
Time A and Time B.
3.2 Satisfaction
Sixty four famiiies^^ were included in data collection at Time B. Every effort was 
made to obtain measures of child and parent satisfaction with services as assessed 
by the ASQ and PSQ at this point. The final figure was 63 children completed 
satisfaction questionnaires (ASQ) and 59 parents completed satisfaction 
questionnaires (PSQ).
3.2.1 Reiiabiiity
Cronbach’s (1951) alpha was computed for both the ASQ and the PSQ in order to 
obtain a measure of reliability of both questionnaires, see Table 2. A coefficient of 
0.89 for the ASQ and 0.88 for the PSQ indicates excellent internal consistency for 
both measures.
One family had two children attending Site 1.
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Table 2 Reliability analysis of the ASQ and PSQ
Measure Alpha Coefficient ■ ■' N Items N cases
ASQ .89 11 55
PSQ .88 15 50
3.2.2 How satisfied were chiidren and parents with the service they 
received overaii?
individual items on the ASQ and PSQ were summed in order to obtain total 
satisfaction scoring^ ® . Maximum possible scoring on the ASQ (11 items multiplied 
by a rating of ‘4’) was 44. Maximum possible scoring on the PSQ (15 items 
multiplied by a rating of ‘4’) was 60. The higher the scoring, the greater the 
satisfaction. Table 3 presents mean, standard deviation, median, mode and range 
of scores.
Table 3 Mean, standard deviation, median, mode, minimum, maximum satisfaction scores
Measure N Mean SD Median Mode Min Max
ASQ 63 36.52 4.65 37 33 25 44
PSQ 59 52.53 5.58 54 54 40 60
3.2.3. Client Satisfaction Responses
Examination of satisfaction scoring on each ASQ item indicates that children 
tended to chose the “happy” and “very happy” categories most often, see Table 4. 
Sixty-three children completed the ASQ, 28 males and 35 females. Furthermore, 
total child satisfaction with services as assessed by the ASQ did not differ 
depending on gender (boys mean satisfaction score = 36.93 (SD=5.03), girls mean 
satisfaction score = 36.2 (SD=4.36), t=.62, p=.54).
In one case where both parents completed PSQs, an average PSQ score was obtained.
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Table 4 Breakdown of overall child satisfaction scoring on each variable
Questionnaire
item
Very happy 
=4
Happy
=3
Not happy 
=2
Very unhappy 
=1
N cases
Q.1 Frequency 20 34 5 1 60
of sessions 
Q.2 Amount of 14 40 8 1 63
travelling
Q. 3 Made to feel 33 29 1 0 63
welcome
Q.4 T reatment by 34 24 4 0 62
other staff 
Q.5 Session 18 38 5 2 63
length
Q.6 Appointment 20 36 6 0 62
times
Q.7 Who decides .16 44 3 0 63
topic
Q.8 Information at 27 30 4 0 61
start of session 
Q.9 Relationship 26 36 0 0 62
with counsellor 
Q.10 Counsellor 35 25 2 1 63
understanding 
Q.11 Helped cope 32 22 6 1 61
Fifty-nine respondents completed the PSQ; of these 42 (71%) could be categorised 
as the female caretaker compared to eight (14%) male caretakers. Nine 
respondents (15%) left gender identifying information blank.
Examination of satisfaction scoring on each PSQ item indicates that similar to 
children, parents tended to chose the categories “very happy” and “happy” most 
often, see Table 5. Forty eight out of 59 respondents (81%) said that they were 
very happy that they were made to feel welcome at the clinic. Regarding the “not 
happy” and “very unhappy” categories, 17 respondents (32%) said that they were 
not happy with the amount of information they had about the service before they 
first came.
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Table 5 Breakdown of overall parental satisfaction scoring on each variable
Questionnaire
item
Very happy 
=4
Happy
=3
Not happy 
=2
Very unhappy 
=1
Ncases
Q.1 Frequency 
of sessions
31 26 1 1 59
Q.2 Time waiting 
for appointment
25 21 10 3 59
Q.3 Prior information 
about service
11 23 17 2 53
Q.4 Amount of 
travelling
23 29 4 2 58
Q. 5 Made to feel 
welcome
48 11 0 0 59
Q.6 Treatment by 
other staff
46 12 0 0 58
Q.7 Facilities in 
waiting area
27 28 4 0 59
Q.8 Session 
length
36 19 3 0 58
Q.9 Appointment 
times
34 22 3 0 59
Q.10 Information 
updates
34 21 3 0 58
Q.11 Child’s relation­
ship with counsellor
37 19 3 0 59
Q.12 Counsellor 
understanding
40 17 2 0 59
Q.13 Parent’s 
relationship with 
counsellor
40 18 0 0 58
Q.14 Helped cope 31 23 5 0 59
Q.15 Overall 
satisfaction
44 14 1 0 59
3.2.4 Qualitative Data Analysis
The final questions on the ASQ, Q.12 - “Is there anything else you would like to tell 
us about your experience of counselling?” and Q.13 “Have you any suggestions for 
ways in which your experience of counselling could be improved? Please describe
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briefly.” - were examined separately.
Eleven children (18%) chose to respond to Q.12. Their comments were listed (see 
Appendix D) and content analysed. Five of these responses could be broadly 
classified as pertaining to how well people felt therapy had helped them, for 
example, “it is helping me very much” (male, aged 13) and “I don’t exactly feel 
much better about the whole situation of life” (female, aged 15) and so might be 
more meaningfully answered by Q.11. Four responses pertain to feeling 
understood by the therapist, for example, “ I felt I could not get my point across” 
(male, aged 12) and “my counsellor was very nice and understood everything I was 
going through” (female, aged 14) and so are already covered by Q.10. Two 
responses are probably not covered in questions one to eleven and pertain to 
generalisation of the benefits of therapy outside therapy; one child commented that 
“it usually just made me happy for a little while and then it would wear off until the 
next session” (female, aged 13) and “I forget what I’m told” (female, aged 12). 
Regarding Q.13 only one child made a specific suggestion as to how she felt the 
experience of counselling could be improved and this pertained to the frequency of 
sessions, an area already covered by Q.1.
The final two questions on the PSQ - Q.16 “ Is there anything else you would like to 
tell us about you and your child’s experience here?” and Q.17 “Have you any 
suggestions for ways in which the experience of counselling could be improved? 
Please describe briefly” - were open-ended and hence examined separately to the 
15 quantitative responses.
Thirteen parents (22%) chose to respond to Q.16 “Is there anything else you would 
like to tell us about you and your child’s experience here?” All responses for Q.16 
and Q.17 were first listed (see Appendix D) Analysis of responses to Q.16 
indicates that most are consistent with questionnaire items pertaining to session 
length, appointment times, parents being updated about about their children’s 
progress by their therapist, the child’s relationship with the therapist, the therapist’s 
understanding of the child’s problems, feeling that therapy had helped the child in 
coping with his/her problems, feeling an overall sense of satisfaction with the 
service. Additional information pertained to parents feeling that therapy had 
helped improve parent/child communication and trust (in two cases). For example, 
“I understand more about my daughter now and have started to trust her more”
87
(parent of girl, aged 15) and the fact that the child was unwilling to attend therapy 
(in two other cases). For example, “my child does not want to be here at all” (parent 
of boy, aged 12).
Five parents (8%) chose to highlight issues in response to Q.17 “Have you any 
suggestions for ways in which the experience of counselling could be improved? 
Please describe briefly.” Analysis of responses indicates that two parents felt that 
their children may have benefited from group therapy, for example, “child 
counselling may be more desired by children if it were done in a group with other 
children, same age groups relating to same problems” (parent of boy, aged 12). 
Other responses were already covered in questionnaire items 1-15.
3.2.5 Were children and parents in agreement about what they were 
satisfied with?
There was a moderate positive correlation between overall child satisfaction scores 
as assessed by the ASQ and overall parent satisfaction scores as assessed by the 
PSQ (r=.46, p=.000).
3.2.6 What predicts satisfaction?
In the preceding sections we looked at how satisfied children and parents were 
with the service they received, what aspects they were most satisfied with and 
whether children and parents agreed with each other about their overall 
satisfaction with services. This section aims to uncover if there are factors which 
predict children’s and parents’ satisfaction. These factors were chosen with 
reference to the literature described in Chapter One, for example Stuntzner-Gibson 
et al. (1995) found a relationship between age and satisfaction with paediatric 
mental health services. Avis et al. (1995) found a relationship between beliefs 
about severity and urgency of the problem and satisfaction with general health 
services. In relation to parent satisfaction, one multiple regression was computed 
with parent satisfaction as assessed by the total PSQ score as the dependent 
variable and the following three variables as the predictor variables: (1) the child’s 
functioning at Time B as assessed by the Parent visual analogue rating scale, (2) 
the child’s age and (3) presence of a psychiatric diagnosis on Axis One as 
diagnosed at intake. The results of this multiple regression analysis are presented 
in Table 6. Results indicate that the child’s functioning at Time B as assessed by 
the Parent visual analogue scale, child’s age and presence of a psychiatric
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diagnosis on Axis One as diagnosed at intake, together accounted for 13% of the 
variance in parent satisfaction as assessed by the total PSQ score. The child’s 
functioning at Time B as assessed by the Parent visual analogue rating scale was 
a significant predictor variable while child’s age approached significance.
A number of multiple regression analyses were carried out in which adolescent 
satisfaction, as assessed by the ASQ, was the dependent variable. In these a 
range of predictor variables were entered, three at a time, to preserve a reliable 
cases to variables ratio. The predictor variables included - age of the child in 
years, gender, number of children in the family, complexity, number of symptoms 
and duration of problems at intake (as assessed by the therapist), presence of an 
axis one diagnosis (as assessed by therapist at intake), child’s assessment of 
severity of the problem at Time A (as assessed by the Child visual analogue rating 
scale), change on the HoNOSCA and the YSR from Time A to Time B. No 
significant predictors of adolescent satisfaction as assessed by the ASQ were 
identified in these analyses.
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3.2.7 Was satisfaction related to outcome?
The relationship between total satisfaction scores and outcome scores was 
examined. Child satisfaction scores as assessed on the ASQ were found to be 
unrelated to improvement from Time A to Time B on the YSR scales measuring 
total behaviour problem scores (r=.03, p=.426). Parent satisfaction scores as 
assessed on the PSQ were found to be unrelated to improvement from Time A to 
Time B on the CBCL scales measuring total behaviour problem scores (r=.12, 
p=.203).
3.3 Therapy outcome
3.3.1 What effect does therapy have on chiidren in the opinion of 
themselves, their parents and their therapists?
In order to answer this question children, parents and therapists completed a 
number of instruments at intake (Time A) and at discharge or six months on 
whichever came first (Time B).
As Table 7 indicates, a number of measures of treatment outcome showed 
improvement from Time A to Time B. Children reported significant improvement 
from Time A to Time B on the YSR total problems and internalising problems, while 
change in externalising problems approached significance. Parents reported 
significant improvement on all CBCL scales (total problems, internalising problems, 
externalising problems). Similarly, both children and parents reported significant 
improvement on the visual analogue scales of problem severity. Therapists 
reported significant improvement in their clients as assessed on the HoNOSCA 
and the GAP. The only measure which did not record significant change in either 
direction was that of family relationships (FAM).
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Table 7 Time A and Time B Means, Standard Deviations and T Tests for Change*
Measure
Time A Time B t-test
Npairs M(A) SD(A) M(B) SD(B) t P
YSR total scores 56 56.66 9.87 52.14 11.61 3.52 .001
YSR internalising 56 57.70 12.74 52.75 13.24 3.21 .002
YSR externalising 56 53.38 8.82 51.07 11.10 1.95 .056
CBCL total score 53 62.42 9.09 57.47 12.40 -3.64 .001
CBCL internalising 53 62.62 9.53 57.91 11.05 3.83 .000
CBCL externalising 53 58.28 12.23 54.17 12.77 2.99 .004
Child visual analogue 54 5.17 2.42 3.33 2.65 3.91 .000
Parent visual analogue^ 1 6.16 2.33 4.28 2.96 4.66 .000
FAMl^child/mum 51 50.24 10.44 49.06 10.00 -1.07 ns
child/dad 45 52.04 10.67 52.58 12.13 0.39 ns
mum/child 49 56.29 9.59 54.53 10.27 1.53 ns
dad/child 28 52.14 10.48 52.93 10.23 -0.51 ns
GAF 84 58.57 14.44 70.93 15.47 -6.64 .000
HoNOSCA 74 14.23 5.75 7.70 6.60 8.59 .000
^In any cases where both parents rated the child on the visual analogue scale an average was used.
*^child/mum=child’s view of relationship with mum; child/dad=child’s view of relationship with dad; 
mum/child=mum’s view of relationship with child; dad/child=dad’s view of relationship with child.
*AII tests 2-taiied
3.3.2 Levels of agreement between children, parents and therapists
Children’s and parents’ perceptions of total problems, internalising problems and 
externalising problems at time of intake (Time A) and time of discharge/ six months 
on (Time B) were correlated. Results indicate low positive correlations between 
parents’ and children’s ratings of externalising problems (r=.47, p=.000) and 
internalising problems (r=.36, p=.000) at intake but lower correlation between total 
problems rating at intake (r=.26, p=.009). At Time B there was a low positive 
correlation between parents’ and children’s ratings of internalising problems (r=.37, 
p=.003) but lower correlation between children and parents’ ratings of externalising 
problems (r=.30, p=.012) and total problems (r=.27, p=.021).
The change in parents, children and therapists’ ratings of total problems from Time 
A to B were also correlated. Results indicate little if any correlation between child
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reported total problem change as assessed by the YSR and parent reported total 
problem change as assessed by the CBCL (r=.28, p=.024) and little if any 
correlation between child reported total problem change as assessed by the YSR 
and therapist reported change as assessed by the HoNOSCA (r=.22, p=.058). A 
low positive correlation between parent reported total problem change as 
assessed by the CBCL and therapist reported change as assessed by the 
HoNOSCA was recorded (r=.33, p=.010).
3.3.3 What predicts change?
There are sound conceptual and empirical reasons for predicting that being 
diagnosed with a psychiatric diagnosis, being assessed as having a complex 
diagnosis and duration of symptoms would influence treatment outcome (Carr, 
1999). In order to examine this hypothesis, three multiple regressions were carried 
out in which the predictor variables were: presence of an Axis One psychiatric 
diagnosis at intake, complexity of disorder at intake as assessed by therapist and 
duration of disorder at time of intake. The following dependent variables were 
entered into three multiple regression analyses: change on the CBCL, change on 
the YSR and change on the HoNOSCA. Each of these change variables was 
computed by subtracting Time B from Time A scores.
The results of these multiple regression analyses are presented in Table 8. 
Significant predictors of change were identified in only one of the three analyses. 
In the multiple regression analysis for HoNOSCA change scores, Axis One, 
complexity and duration of presenting problems at intake accounted for 11% of the 
variance. Complexity and duration of presenting problems at intake were 
significant predictors.
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3.4 Therapy Drop-outs vs. Non Drop-outs
3.4.1 Were there any characteristics that distinguished the two 
groups?
109 children participated in the present study at intake Time A. Of these 109 
children 25 children (23%) dropped out of therapy either after the first assessment 
session at the clinic (n=9) or subsequently at some stage during the therapeutic 
process (n=16). This section aims to investigate any differences between the two 
groups of children, those who complete therapy and those who do not, which may 
account for this high overall attrition rate.
A number of Chi Squares were computed in order to examine the relationship 
between the two groups of children and client characteristics. The difference
between boys and girls approaches significance N=109) = 3.39, p=.07 with 
more female dropouts than male. No relationship was found between type of 
schooling (for example, primary, secondary, special schooling) and whether
children dropped out of therapy (3  ^ n=108) =5.89, p=.12. The influence of 
parents’ marital status was also explored^® . Results indicate a significant 
association between whether parents are married or not and therapy drop-out 
(1, N=105) =10.45, p=.001 with approximately 77% of children who do not drop-out 
coming from homes were parents are married compared to 42% of children who 
drop-out. The association between therapy dropout and whether the child was 
cared for by one parent alone or by two adults (both parents, mum and another, 
dad and another, grandparents, two or more other relatives) was also examined.
Results indicate no significant relationship N=105) =.75, p=.39, such that
approximately 80% of therapy dropouts had two adults caring for them comparable 
to the 86% of therapy non drop-outs who had two adults caring for them.
'®lt was necessary to collapse response categories from five categories “married”, “separated”, 
"divorced", “single", “cohabiting" and "widowed” into two crude categories “married” and “not 
married" in order to increase the number of expected values in each cell. “Married” included just 
those who responded that they were married, “not married" covered all other states. According to 
Hinkel, Wiersma and Jurs (1998) when more than 20% of the cells have expected frequencies less 
than five, or when one of the cells has no frequencies, the researcher is advised to combine adjacent 
rows or columns if this will not result in a distortion of the data. Hinkel et al.(1998) do not recommend 
the use of Yates’ correction for continuity because of a possible loss of power.
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The influence of how long the child had been experiencing difficulties prior to 
treatment was examined. Again, it was necessary to collapse response categories 
from four categories “up to 6 months”, “up to one year”, “up to 2 years”, “more than 2 
years”, into three categories “up to 6 months”, “6 months to 2 years” and “more than
2 years”. There was found to be no significant differences between groups (2, 
N=100) =.13, p=.94.
No significant differences between the two groups were found regarding: number 
of categories of symptoms present at intake (as enumerated by therapists on case
intake details forms) (2, N=102) = 1.87,.p=.39, complexity of problems at intake
y^  (3, N=103) = 3.23, p=.36, severity of disturbance at intake (2, N=101) = 3.32,
p=.19, and presence of an axis one psychiatric diagnosis (1, N=94) =0.003, 
p=.95 as assessed by therapists at intake (Time A).
No significant differences were found between the two groups regarding age (t=- 
1.52, p=. 14).
A number of independent t-tests examined if there were differences between the 
two groups on measures taken at intake (Child visual analogue scale. Parent 
visual analogue scale, HoNOSCA). Results indicated no significant differences 
between therapy drop-outs and non drop-outs on the visual analogue scales 
completed at intake by both children and their parents. Differences between the 
two groups regarding therapist evaluations of problems at intake (HoNOSCA) 
approached significance (see Table 9).
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Table 9 Differences between therapy drop-outs and non drop-outs at intake
Measure
Therapy
Drop-outs
Therapy 
Non Drop-outs
t test
N M SD N M SD t P
Child
visual analogue 24 4.92 3.61 73 5.11 2.73 0.24 .812
Parent
visual analogue 20 6.65 2.41 67 6.10 2.49 -0.86 .39
HoNOSCA 25 16.20 6.28 81 13.54 6.08 -1.90 .061
All tests 2-tailed
3.4.2 Reasons given for therapy drop-out
In total 25 children dropped out of therapy either after the first session or 
subsequently during the therapeutic process. Of these 25, nine families were 
contacted by phone in March 2001, approximately 14 months after data collection 
had begun, eight months prior to data collection completion. The aim of these 
interviews was to establish reasons why children had dropped out, what parents 
viewed as the advantages and disadvantages of coming to the service and what 
they viewed as the shortcomings of the service. Also, it was important to establish 
whether parents had felt satisfied with the service they received even though they 
had terminated therapy and if so what aspects were they dissatisfied with.
In five of the nine cases parents reported that their child had made the decision to 
terminate, i.e. to stop going to therapy. In one case the parent made that decision 
straight after the intake assessment and in another case parent and child felt there 
had been an improvement in the child so they did not bother keeping subsequent 
appointments. In two cases termination seems to have been precipitated by 
miscommunication; one parent claimed she stopped going because her transport 
to the clinic (arranged by the health board) failed to arrive and she did not bother 
after that and in another a parent claimed that she had not been sent subsequent 
appointments and did not recontact the service herself.
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These children would have been referred to the clinic in the usual way, i.e. General 
Practitioner referral or as in one case by a general hospital doctor subsequent to a 
drug overdose.
Despite terminating therapy prematurely, parents cited advantages to having come 
to the service even if it was only for the intake session, for example
“the service was brilliant. (Child’s name) could sit down and talk to them” 
(comment made by parent of a 15 year old girl who had attended just once).
Other comments included that it had helped to talk to someone outside the family, a 
“third party”, that staff were “very nice and friendly”, that the family had been treated 
very well (during the intake assessment). One parent whose 14 year old daughter 
decided not to come back following the intake assessment commented
“it’s a great service, to know it’s there”.
When asked about disadvantages, some parents were unable to cite any. Two 
parents felt that the services were biased towards the child at the expense of the 
parents’ perspective. Another parent wanted more social support from the service 
(beyond the scope of what the service offers). One parent was concerned about 
the lack of anonymity offered by the service which was provided in a local health 
centre. Another felt that her child needed an inpatient assessment which the health 
board had been unable to provide.
When asked to rate overall how satisfied they were with the service they had 
received five of the nine parents said they were “very happy” and only one parent 
responded that she had been “not happy”. Specifically, parents were not satisfied 
with aspects such as: length of time on the waiting list, the amount of feedback 
about what was going on in therapy the parent got from the therapist, the amount of 
information about the service they had had before the initial appointment.
In summary, more than half of the nine families contacted said that the decision to 
terminate had been made by the child. Issues raised by the nine families to explain 
why they dropped out included feeling that the service was not meeting their 
needs, a feeling that the service was biased towards the child and a concern about
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anonymity. However, only one of the nine parents contacted responded that she 
had not been happy when asked to rate overall satisfaction with the service.
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Chapter Four
Discussion
The primary aim of this research was to explore the concept and practice of service 
satisfaction in a paediatric mental health setting while drawing upon and extending 
existing research in this area. The relationship between satisfaction and 
demographic and clinical data was explored and the question of whether 
satisfaction is dependent upon successful therapy outcome addressed. The trend 
towards premature termination from therapy, “therapy drop-out", was investigated 
from the perspective of whether any distinguishing characteristics exist amongst 
children who drop-out, and those who complete therapy. This chapter discusses 
the main findings as outlined in Chapter Three and relates these to a number of the 
studies previously outlined in Chapter One. Limitations of the current research are 
discussed and implications for clinical practice considered.
4.1 Main Findings
4.1.1 Satisfaction
Satisfaction responses
Statistical analysis of the ASQ and the PSQ indicate that both instruments are 
reliable, demonstrating good total scale internal consistency. Analysis of children’s 
responses on the ASQ indicates high levels of satisfaction, with no gender 
differences apparent. While positive feedback is rewarding and reinforcing for 
therapists and service providers alike, some caution must be urged when 
interpreting such feedback. The present study is no exception to this rule. This 
concerns an issue highlighted in Chapter One regarding the tendency of clients to 
give complimentary feedback, or to avoid giving negative feedback out of a sense 
of gratitude, or an unwillingness to offend. Another issue relates to the fact that the 
people who most often complete satisfaction questionnaires are those who are still 
in therapy, or have just completed therapy. Those who terminate prematurely are 
least likely to respond to satisfaction questionnaires, but often are the most likely to 
be dissatisfied with the service they received.
In the present study, over half of the total sample group of children responded that 
they were “very happy” that their counsellor understood their problems, that therapy
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helped them cope with their problems, that they had been made to feel welcome at 
the clinics and that they had been treated well by other staff. This concurs with a 
point made earlier in Chapter One about the importance of the role of 
client/therapist/doctor relationship in determining satisfaction with a service (Avis et 
al. 1995; Brannan et al. 1996; McKinley et al. 1997; Shapiro et al. 1997; Simonian 
et al. J  993). In comparison to the “very happy” and “happy” categories very few 
children tended to choose the “not happy” and “very unhappy” categories. When 
children were dissatisfied, it was with frequency of sessions, amount of travelling 
involved in getting to the clinic, session length and appointment times. 
Interestingly, approximately 11% said they were “not happy” or “very unhappy” 
when asked if therapy had helped them cope with their problem, considering that 
approximately 52% of children responded that they were “very happy” that therapy 
had helped them cope with their problems.
Regarding parental satisfaction overall reports tended to be positive.This trend is 
not surprising and concurs with the findings of a number of other researchers (for 
example, Kotsopoulos et al., 1989; Rey et al., 1999; Stallard et al., 1992). 
Kotsopoulos et al. (1989) looked at general impressions of the quality of their 
service and more specific aspects of the programme that are reflected in this 
study’s satisfaction questionnaire (PSQ), for example, being made to feel 
comfortable by other clinic staff, relationship with therapist, information about the 
treatment, convenience of appointments, whether the service had helped the 
child/family cope with the problem. Stallard et al. (1992) looked at issues such as 
time on the waiting list, prior information about the service, feeling that the therapist 
understood their problems, appointment times, session length and whether therapy 
had helped the family cope with the problem. Again, this reflects the choice of 
items contained in this study’s satisfaction questionnaires. These questionnaires 
all used rating scales and invited additional comments from respondents; the PSQ 
and ASQ have the same type of structure and format. However the PSQ was 
developed as an adjunct to the Adolescent Satisfaction Questionnaire (ASQ) and 
was designed to elicit parent views as a supplement to child and adolescent views, 
rather than as a substitute for child and adolescent views.
More females than males tended to complete the parental questionnaires (PSQs), 
suggesting that mothers more often accompany their children to clinics and tend to 
be more involved in the therapeutic process. Similar to child satisfaction reports
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(on the ASQ) and consistent with the literature, overall reports of satisfaction by 
parents tended to be high. Examination of which aspects of the service parents 
were satisfied with again indicated the importance of the relationship with the 
therapist. For example, the majority of parents reported being “very happy” with 
aspects such as their own and their child's relationship with his/her therapist, that 
their child’s problems were understood by the therapist and with their treatment by 
other clinic staff. As was the case with the ASQ, far fewer parents reported feeling 
“not happy” or “very unhappy” with aspects of the service. When parents did report 
dissatisfaction, this concerned time spent on the waiting list and not having any 
prior information about the service before attending. Analysis of free comments in 
response to Q.16 and Q.17 (open-ended questions on the PSQ) indicated that two 
parents were dissatisfied with session length, one with appointment times, and 
another with lack of progress updates. These findings are consistent with those of 
other researchers. For example, Stallard et al. (1992) found that one source of 
parental dissatisfaction was not having enough preparatory information about the 
service before coming for the first time, another concerned session length. Dagnan 
(1991) found that in a small group of parents who completed satisfaction 
questionnaires pertaining to their experience with a child and adolescent 
psychiatry service, areas of dissatisfaction included the length of the waiting list. 
Guerin et al. (2000) found that one source of parental dissatisfaction was lack of 
feedback by therapist to patient about what was happening in treatment.
Satisfaction was not related to outcome as perceived by children or parents. Child 
satisfaction scores as assessed on the ASQ were not related to improvement from 
Time A to Time B on the YSR scales measuring total behaviour problem scores. 
Parent satisfaction scores as assessed on the PSQ were not related to 
improvement from Time A to Time B on the CBCL scales measuring total behaviour 
problem scores. This suggests that satisfaction with services is separate from 
observable symptom change. Therefore, something else must be at work, perhaps 
it is the therapeutic process, for example, feeling understood by the therapist, or 
having a good relationship with the therapist, which determines satisfaction as 
opposed to change in symptoms. Again, this lack of a significant relationship 
between improvement and satisfaction is not surprising as a number of other 
researchers have found only moderate or lower correspondence between therapy 
outcome as defined by improvement in symptoms and satisfaction. While Shapiro 
et al. (1995) found that YCSQ (child satisfaction) scores were related to parent
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satisfaction, parent-rated benefits of treatment, parent-reported decrease in child 
behaviour problems on the CBCL, improvement in GAF scores and therapist-rated 
improvement in client functioning, they were not related to self-reported change in 
behaviour problems on the YSR. Guerin et al (2000) found a significant positive 
correlation between only one of five subscales of the Strengths and Difficulties 
Questionnaire (SDQ), their measure of outcome, and parental satisfaction.
This research also examined whether satisfaction can be predicted from a 
knowledge of client characteristics, problem characteristics and change in 
symptoms. Results indicated that only the severity of the child’s problem at Time B 
- as assessed by the Parent visual analogue scale - was a significant predictor of 
parental satisfaction on the PSQ. The variable, child’s age, approached 
significance. No significant predictor variables of adolescent satisfaction - as 
assessed by the ASQ - were identified. The literature is quite mixed when it comes 
to the question of what predicts satisfaction. Stuntzner-Gibson et al. (1995) found 
that age was the only personal client characteristic which demonstrated a 
significant relationship to their satisfaction with the child and adolescent mental 
health services they were receiving. As age increased, satisfaction tended to 
decrease. The effect for gender approached statistical significance in that boys 
were more satisfied, however the strength of this association was minimal. Shapiro 
et al. (1997) found a relationship between client satisfaction and sex, with boys 
generally more satisfied and between client satisfaction and age, with younger 
clients generally more satisfied than older ones. However, Brannan et al. (1996) in 
a much larger scale study, found that demographic characteristics of parents were 
not related to ratings of satisfaction with out-patient or inpatient/residential 
treatment services. These inconsistencies may be explained in part by 
methodological differences between the studies for example, participants’ 
characteristics; Shapiro et al.’s (1997) and Stuntzner-Gibson et al.’s (1995) sample 
groups were disadvantaged (for example, socially, educationally), had had prior 
treatment and were attending services within the public mental health system. 
Brannan et al.’s (1996) sample was drawn from families recruited into the Fort 
Bragg Evaluation Project and were children of military personnel. Given the 
conflicting evidence from the literature plus the present study’s results, more 
attention to this issue in future research studies is suggested.
The possible link between demographic variables and satisfaction is an interesting
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point that merits closer examination. If a client’s satisfaction with a service is 
related to a factor such as age then can we say that the child’s opinion is a valid 
one and a considered opinion of the service characteristics, or is it fluid depending 
on level of maturity and age at which the child experienced the treatment process? 
I his is a contentious issue. One possible means of addressing it may be to have 
multiple informants, so that aspects of a service are considered from the point of 
view of the child, the parent and perhaps the service provider. Another means from 
a methodological point of view is to make sure that satisfaction questionnaires 
contain questions which are clear and easily understood, not open to 
misinterpretation by young people of different ages. This study has endeavoured 
to do both. Service evaluators, and by extension service providers need to be 
clear that if younger children are tending to come across as less satisfied than 
older ones, that this is a reflection of the service provided to younger children and 
not only because they are younger. For example, they need to ascertain if the 
services provided - for example, group therapy, individual therapy - are less suited 
to younger children than to adolescents and hence whether appropriate changes 
to services are required.
4.1.2. Therapy Outcome
Does therapy work? In order to answer this question, this research investigated if 
there was any change in children’s symptoms from the time of initial assessment 
(Time A) to discharge from the service, or six months into therapy, whichever 
occurred first (Time B). Children were assessed using the YSR measure and a 
visual analogue scale, their parents were asked for their opinions about their 
children’s symptoms using the CBCL measure, and a visual analogue scale, and 
their therapists were asked for their opinions using the HoNOSCA and GAF. 
Results indicated significant improvement from Time A to Time B on the YSR total 
problems and internalising scales while change in externalising problems 
approached significance. This improvement was mirrored on the parents’ measure 
with significant improvement on CBCL total problems, internalising and 
externalising problems. Children felt their problems were significantly less serious 
at Time B than Time A; similarly, parents rated their children’s problems as 
significantly less serious at Time B. The only area which did not show any change 
was that of relationships within the family between parents and child. Neither 
children nor either sex parent saw any differences in the child/parent relationship 
from Time A to Time B. Hence, therapy would seem to influence children’s
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symptoms but may fail to impact on more generalised family functioning. Since the 
majority of children were receiving individual therapy, albeit often alongside 
parents’ receiving therapeutic intervention from another therapist on the team, very 
few children and parents were in fact receiving formal family therapy (three families 
at Site 1 and one family at Site 2), hence, it is not surprising that family 
relationships remained unaltered at Time B.
Statistical analyses of therapist measures indicates that therapists felt that children 
had improved from Time A to B, as assessed by the HoNOSCA and the GAF.
This finding of improvement is consistent with those of a number of other 
researchers who examined outcome in paediatric mental health services (Guerin et 
al., 2000; Shapiro et al., 1997). Shapiro el al.’s (1997) study looked at the 
functioning of children attending a community mental health centre pre- and post­
therapy, using the CBCL, YSR and the GAF. Like the present study, all measures 
indicated significance. Guerin (2000) in a smaller scale study, found improvement 
from intake to four months later in children who had attended a child and 
adolescent psychiatry service, on the total difficulties and emotional difficulties 
subscales of the Strengths and Difficulties Questionnaire (SDQ). The methodology 
employed by the present study builds upon and extends this research. For 
example, like Shapiro et al. (1997) and Guerin et al. (2000) multiple informants 
were addressed using well validated measures. Other research has tended to 
focus on only one aspect of outcome, for example, clinician rating (Rey et al., 1998; 
van Beinum et al., 1998) and consequently missed the richness of data that using a 
battery of comprehensive and standardised outcome tools provides. Moreover, the 
clinician rating measures used in these other studies were not reliable or well- 
validated, for example, van Beinum et al.(1998) used a subjective questionnaire 
which demonstrated neither reliability or validity and administered it at discharge 
only.
Kazdin (2002) commended the increase in methodologically sound outcome 
studies which has taken place over the last few years. However, he questions the 
fact that we do not fully understand why, for whom or how therapy works. He 
recommends an examination of child, parent, family and contextual factors within 
which treatment interact. He refers to those characteristics on which outcome 
depends as moderators, and feels that identifying moderators could greatly
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influence successful treatment and outcome. This study examined the influence of 
a number of moderators on treatment outcome (as defined by change in CBCL, 
YSR and HoNOSCA scores). However, similar to the findings regarding 
satisfaction, few predictors of outcome were identified. Only complexity of 
problems at intake and duration of problems at intake (as assessed by the clinician 
on the case intake details form) were significant predictors of change as rated by 
therapists (on the HoNOSCA). The majority of cases who got worse from Time A to 
Time B as rated by the therapist had had their disorder for between six months and 
one year at time of intake. Interestingly, of those who got worse, most were rated 
as having a disorder which was either of "low" or “moderate” complexity at intake. 
No significant predictor variables were identified regarding client perceived or 
parent perceived change (as assessed by change on the CBCL and YSR 
measures).
4.1.3 Agreement between children and parents
Correlational analyses were utilised in order to demonstrate the strength of 
relationship (if any) between parents' and children’s and therapists’ opinions about 
therapeutic change. We know that children and parents both felt that symptoms 
improved from Time A to B. However correlational analysis which examined the 
relationship between overall symptom change (perceived by parents) as assessed 
by the CBCL total score and overall symptom change (perceived by children) as 
assessed by the YSR total score, indicated little if any correlation. This may, 
however, be a statistical artifact rather than a true reflection of change, i.e. the 
range of change may not be large enough to be picked up by the correlation 
coefficient. Looking at the correlation between child perceived change (as 
assessed by change in total problems on the YSR) and therapist perceived change 
(as assessed by change in total problems on the HoNOSCA), again there is little if 
any correlation, possibly for the same reason. The agreement between parent 
perceived change (as assessed by the change in total problems on the CBCL) and 
therapist change is slightly stronger, but still would only be regarded as low.
There were also low rates of agreement between children and parents about 
symptoms both at Time A and at Time B, as evidenced by low correlation on total 
problems, internalising problems and externalising problems at each time. This 
low level of consensus between children and parents is not surprising in the light of 
a number of other studies which found similar low levels of agreement (Angold et
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al. 1987; Herjanic & Reich, 1982; Rey et al., 1992; Thompson et al. 1993). Also in 
common with previous research studies, parents in this study tended to report 
higher mean externalising scores (on the CBCL) than their children (on the YSR). 
However in contrast to previous research, the mean internalising problems score 
was higher for parents in this study than for their children, i.e. parents reported 
more internalising problems in their children than the children did in themselves. 
Only one of these studies is comparable to the present research in terms of 
instruments used (Rey et al. 1992). Furthermore, while the present study was 
conducted with a clinical population (i.e. children attending a child and adolescent 
psychiatry service), Angold et al.’s (1987) and Thompson et al.’s (1993) sample 
groups were not. Thompson et al.’s sample was obtained from a general 
paediatric outpatient clinic, while Angold et al’s was of non-referred children of 
parents with a history of psychiatric disorder and parents without. Herjanic and 
Reich s (1982) sample was made up of children attending an outpatient paediatric 
mental health service, children in general hospital requiring a psychiatric consult 
and children without any psychiatric history or disturbance. Only Rey et al.’s (1992) 
sample was entirely clinical.
This research also investigated whether children and parents agreed about 
satisfaction. Correlational analysis indicated a moderate positive correlation 
between child satisfaction (as assessed by the ASQ) and overall parent satisfaction 
scores (as assessed by the PSQ). Therefore it would seem that although parents 
and children do not agree about objective symptoms and symptom change, they do 
tend to agree to a greater extent about the value of the service. The fact that the 
strength of the correlation is only moderate is not surprising. Loff et al (1987) found 
that while adolescents and their parents were generally in agreement about 
satisfaction, there were differences with regard to preference for treatment modality 
with only 2% of parents rating group therapy as most helpful, compared to 18% of 
adolescents. Stuntzner-Gibson et al. (1995) found that agreement between 
caregivers and children varied greatly, depending on the service or activity (such 
as counselling, medication, family activities). Another consideration is that the ASQ 
was designed from the young person’s point of view. For example, items included 
in the questionnaire were generated from individual interviews and focus groups, 
as well as with reference to the literature. The PSQ is a parent-version of the ASQ 
items. Other studies may have had questionnaires separately designed - one for 
the parent, one for the child (for example, Brannan et al. 1996).
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The present study has built upon and extended the existing research data about 
parent child agreement; a number of authors have investigated agreement 
pertaining to observable symptoms (Angold et al., 1987; Herjanic & Reich, 1982; 
Rey et al., 1992; Thompson et al., 1993). Others have investigated agreement 
about a more abstract, unobjective concept, i.e. satisfaction (Loff et al. 1987; 
Stuntzner-Gibson et al. 1995). This study has gone one step further by looking at 
agreement between multiple informants about both aspects of comprehensive 
service evaluation.
4.1.4 Therapy Drop-out
Twenty-five out of a total of 109 children (23%) who participated in Time A of the 
study dropped out of therapy either after the first session (n=9) or subsequently 
(n=16). This percentage although high, when compared to other estimates of drop­
out from child psychiatry services is relatively low. Gould et al. (1985) estimated 
drop-out rates to range from 28% to 59%. One reason for this might be the fact that 
children who are referred to child psychiatry services tend to have at least 
moderately serious problems (as was the case with participants in this research). 
Often problems are chronic in nature and may have been treated previously 
elsewhere, for example by psychological interventions such as counselling or by 
medication, if treated by a GP only, but not by a combination of these types of 
approaches as is the case in child psychiatry. Hence, by their very nature the client 
group who are referred to child psychiatry services are difficult to treat and more at 
risk of dropping out prior to successful treatment.
This research compared children who remained in therapy to those who dropped 
out on a number of variables. Personal characteristics pertaining to the children 
and their families were examined. This indicated that there were more female 
drop-outs than males, and this difference approached significance. Further, 
children who do not drop out of therapy tend to come more often from homes in 
which their parents are married to each other. However, most children in this study 
were cared for by two adults, and this was the same for both therapy drop-outs and 
non drop-outs. Gould et al.’s (1985) study failed to find any association between 
marital status of mother and between sex of child and drop-out. However, the lack 
of consistency may be explained by the fact that Gould et al.’s study was conducted 
on a larger scale, i.e. with higher numbers of children and children ranging in age
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from four to sixteen years, whereas the present study was confined to children 
aged over eleven years. This study found no association between type of 
schooling and drop-out, between how long children had been experiencing 
problems prior to the initial interview and drop-out, and between age of child and 
whether the child dropped out of therapy.
Problem characteristics were also examined. No association was found between 
number of categories of symptoms at intake, severity and complexity of problems at 
intake and presence of an axis one diagnosis at intake, as assessed by the 
therapists on the case intake details form.
Similarly there were no differences found between the two groups on measures of 
severity of problems at intake as assessed by children and parents on the Child 
visual analogue scale and the Parent visual analogue scale. A comparison of the 
two groups on the HoNOSCA completed by therapists indicated that differences 
between the two groups approached significance; children who did not drop out of 
therapy were rated as having a lower mean problem score as a group at intake 
than the mean problem score for children who dropped out. This suggests that the 
HoNOSCA may be a useful tool for highlighting children at risk of dropping out of 
therapy, more useful indeed than the case intake details forms which were used in 
the research and are used routinely at Site 1.
4.2 Limitations
4.2.1 Therapy drop-outs
Only nine of the 25 families who dropped out of therapy were successfully followed 
up by phone. A future study might follow up these therapy drop-outs in order to 
obtain a better sense of why they dropped out of therapy, whether they were 
satisfied or dissatisfied, similar to the studies of therapy drop-outs carried out by 
researchers such as Chung et al., 1995; Gould et al., 1985; Viale-Val et al., 1984.
4.2.2 Study attrition
fifteen families dropped out of this study even though they completed therapy or 
were still in therapy at Time B, a further three families were referred on to other 
services from child psychiatry, without completing the research. Fourteen families 
dropped out of therapy and the research study, nine families dropped out of
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therapy after the first session and hence out of the study also (see Table 1, Chapter 
Three). Hence the attrition rate from this study was 39%. A sample of people who 
dropped out of the study were contacted (n=17) approximately 14 months after the 
start of the research. Unfortunately, due to reasons such as time constraints, the 
remainder were not followed up. A future study might focus on following up these 
individuals with a view to investigating the differences between people who 
complete satisfaction questionnaires and people who do not, similar to the studies 
carried out by Loff et al. (1987), Kotsopoulos et al. (1989), Stallard et al. (1992), 
Shapiro et al. (1997).
4.2.3 Practical difficulties
It was originally intended to run this study at two sites over an 18 month period and 
data collection began at Site 1 and Site 2 in January 2000. Unfortunately, it soon 
became apparent that Site 2 were finding it too difficult to both engage clients in the 
study and to administer and organise collection of instruments (this was due to a 
number of reasons, previously outlined in Chapter Two, Section 2.3.1). Hence 
data collection at Site 2 was terminated in September 2000. In order to 
compensate for this in terms of participant numbers, data collection was extended 
by seven months at Site 1. While this went some way towards making up the 
shortfall, the overall number of participants at Time A and by extension Time B was 
lower than planned. However, the sample was very similar at the two sites.
4.2 .4 Statistical analyses
Due to the practical difficulties outlined above, the overall number of participants at 
Time A was lower than planned. This meant that the number of available follow- 
ups was also reduced, given that in any study you can expect a certain proportion 
of people to drop out. This meant that some of the statistical analyses were 
compromised, in particular the numbers available for multiple regression analyses. 
Tabachnik and Fidell (1989) recommend 20 times more cases than independent 
variables. So, with three independent variables, one would hope to have a sample 
of at least 60 cases. Dependent variables examined in this study - change on the 
CBCL measure from Time A to B, change on the YSR and PSQ fall short of this.
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4.3 Implications for Research and Clinical Practice
in terms of future directions in the area of satisfaction research, Young et al. (1995) 
recommends the following directions; 1) the development of standardised 
instruments and methods for data collection; 2) the involvement of consumer 
perspectives - parents, children and adolescents; 3) the use of satisfaction 
research results to address and guide change in service provision. The present 
study endeavoured to address the first and second aspects specifically. The study 
combined quantitative and qualitative methods as recommended in Chapter One.
It focussed on data such as children and adolescents’ experiences of being in 
therapy, what aspects they were happy with, what aspects they were unhappy with 
and areas which they felt needed improvement and combined these with measures 
that assessed change in children’s symptoms as perceived by themselves, their 
parents and their therapists. This study examined the value of having multiple 
respondents and whether there is any consensus between them regarding both 
outcome and satisfaction. It looked at an area which provides a barrier in any 
paediatric mental health service, therapy drop-out, and endeavoured to find any 
characteristics of drop-outs and their problems which might distinguish them from 
non-dropouts, thereby putting them at risk for premature termination from therapy. 
Hence, this study:
adds to the paediatric mental health service evaluation literature which in 
the past has been inadequately operationalised, insufficiently researched and 
poorly designed in terms of methodology;
utilises a comprehensive evaluation approach which combines sound 
psychometric tools with satisfaction research in a meaningful way;
provides a good template for service-based research which can be 
conducted in any child mental health service by the appropriate clinicians.
In terms of clinical practice, some conclusions may be drawn from this research:
incorporating the use of psychometrically sound instruments into routine 
clinical practice, for example collecting data about children’s/adolescents’, parents’ 
and therapists’ perceptions of problems at intake and at discharge can provide 
clinicians with important feedback about therapeutic outcome and their own 
practice. The instruments used in the present study were easily comprehensible 
and quick to administer while yielding a wealth of information;
the measures of family functioning (FAM) did not detect any differences in 
parent / child relationships over time. This indicates that family functioning did not
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improve even though the children’s/adolescents' symptoms (as assessed by the 
other instruments) did. Perhaps services need to offer more formalised family 
therapy particularly to clients who are experiencing severe difficulties;
the assessment of satisfaction is important, particularly the collection of 
quaiitative information alongside quantitative information. The ASQ incorporates 
two open-ended questions as well as the 11 multiple choice items.
While the findings from this study indicate that outcome is not necessarily 
related to satisfaction, data should be collected about both. The information 
obtained from both the ASQ and the PSQ highlighted a number of points. For 
example, the relationship with the therapist is very important to clients, but so also 
are practical aspects of a service such as having convenient appointment times or 
receiving some information about the service prior to the first appointment.
It is difficult to predict what is going to make a child/adolescent terminate 
therapy prematurely. However, results from the present study suggest that the 
HoNOSCA may be a useful tool, as children/adolescents who dropped out tended 
to have poorer intake scores on the therapist rated HoNOSCA.
Clinicians should not be surprised when they collect data from parents and 
children/adolescents, if there is little agreement between the two parties. Both 
opinions need to be sought, considered and assigned equal weighting, if services 
are to be truly client-centred.
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Appendix B
Dear Patient,
The aim o f this research is to examine the relationship between client satisfaction with 
the service they are receiving here and outcome, i.e. whether their symptoms improve 
after coming here.
To do this we are asking parents and children to complete forms at intake and asain 6 
months later (or before if  treatment is completed within 6 months).
We would appreciate your participation. We hope that the information you give us will 
help us to help you. .
If  you have any questions about the research please ask.
Yours sincerely,
Julie O ’Flaherty,
Clinical Psychologist.
P a t i e n t  C o n s e n t  F o r m
Research Project
Further development o f the Adolescent Satisfaction Questionnaire (ASQ): an 
examination o f  how it correlates with client, parent and therapist perspectives on therapy 
outcome.
I ________________________agree/do not agree to participate in the above research. This
will involve completing forms at the start o f therapy and 6 months later (sooner if  therapy 
is completed within that time).
Should I discontinue therapy, I agree/do not agree to complete forms by telephone.
I understand that the information I give is confidential and will be used only for research 
proposes and in order for my therapist to gain a better understanding of my views. Any 
publications arising from this research will not identify rne.
Signed: Date:
Dear Parent,
The aim of this research is to examine the relationship between client satisfaction with 
the service they are receiving here and outcome, i.e. whether their symptoms improve 
after coming here.
To do this we are asking parents and children to complete forms at intake and again 6 
months later (or before if  treatment is completed within 6 months).
We would appreciate your participation. We hope that the information you give us will 
help us to help you.
If you have any questions about the research please ask.
Yours sincerely.
Julie O ’Flaherty,
Clinical Psychologist.
P a r e n t  C o n s e n t  F o r m
Research Project
Further development o f the Adolescent Satisfaction Questionnaire (ASQ): an 
examination o f how it correlates with client, parent and therapist perspectives on therapy 
outcome.
I/We the parents o f _ _ ___________________ agree/do not agree.to participate in the
above research. This will involve completing forms at the start o f therapy and 6 months 
later (sooner i f  therapy is completed within that time).
Should we discontinue therapy, we agree/do not agree to complete forms by telephone.
We understand that the information we give is confidential and will be used only for 
research proposes and in order for the therapist to gain a better understmding o f our 
views. Any publications arising from this research will not identify participants.
Sisned: Date:
Parents of
Dear Parents
I understand that you hâve been in contact with the Child Psychiatry Services in the 
past year. You will remember at intake, completing some forms and questionnaires 
for us. This was in relation to an evaluation study that we are currently conducting. 
We are interested in obtaining the opinions of parents and children who are 
attending our services.
In this regard, I enclose follow-up questionnaires for completion by yourself (both 
parent(s) and child) and would be most grateful if you would complete them and 
return same in the stamped addressed envelope provided, as soon as is 
convenient. You may already have been given these forms at your last 
appointment. We value the opinions of our young people and their parents in this 
regard.
Thanking you for your cooperation.
Yours sincerely.
Julie O’Flaherty 
Clinical Psychologist, 
Child Psychiatry Team
Appendix C
Table C-1 breakdown of numbers who completed each instrument at i ime A and 
Time B
Measure Time A Time B
YSR total score 97 61
YSR internalising 97 61
YSR externalising 97 61
CBCL total score 89 61
CBCL internalising 89 61
CBCL externalising 89 61
Child visual analogue 97 61
Parent visual analogue 87 75a
FAIV|b child/mum 90 57
child/dad 81 49
mum/child 84 58
dad/child 58 33
GAF 103 88C
HONOSCA 106 75
ASQ 63
PSQ 59
^•^includes 17 scores yielded from phone Interviews
*^child/mum=child’s view of relationship with mum; child/dad=child’s view of relationship with dad; 
mum/child=mum’s view of relationship with child; dad/child=dad’s view of relationship with child, 
( i^ncludes 17 scores yielded from phone interviews
Appendix D
Verbatim responses to ASQ 0.12 “Is there anything eise you wouid
ilke to teli us about your experience of counseiiing?”
Forget what I’m told.
It usually just made me happy for a little while and then it would wear off until the 
next session.
My counseller was very nice and understood everything I was going throw and 
listened very well to me.
I felt that I could not get my point across especially to the foreign man who I wasn’t 
happy with at all.
It is a great experience and the staff are great.
I could tell her what was on my mind and she would help to solve it, like she had
answers for everything.
Don’t exactly feel much better about the whole situation of life.
I feel I don’t need to attend any further.
It is helping me very much. Thanks.
It helped me a lot.
No, except everything is o.k.
Verbatim responses to ASQ Q.13 “Have you any suggestions for ways 
In which your experience of counseiiing couid be improved?”
If appointments were more frequent - 1 felt that too long a space between each 
appointment.
Verbatim responses to PSQ Q.16 “Is there anything eise you would 
like to teii us about you and your child’s experience here?”
All staff were professional and helpful. Everyone did their very best, and were 
100% committed. The visits / counselling were a great source of 
help/assistance/even consolation (that we were doing something, to help, child’s 
name) to us.
He is improved in himself.
I am very happy with the help my son is getting here.
Very worthwhile, (child’s name) was happy with (therapist’s name), very unhappy 
with (therapist’s name).
I found everyone very helpful and understanding and we have benefitted from 
attending the sessions. I understand more about my daughter now and have 
started to trust her more, she goes to shops on her own and also she walks halfway 
to school on her own which is a big step, not just for her but for me too.
My child does not want to be here at all.
Overall, I am very happy with the way she has been looked after - 1 have no 
complaints about her counselling sessions.
She believed her pain would go away - giving the doctor time to deal with her and 
after the sessions with him it all worked out o.k. She is back to her real self again. 
Thank you.
Sessions too short.
The length of time he has with the counsellor seems short and we would like to be 
more informed of (child’s name)’s progress without having to ask.
I felt that the problem in our case is more medical therefore child not willing to 
further participate at counselling.
(Child’s name) seems to be able to talk to me moe about the way he feels about 
things, since we started coming to you, but his behaviour hasn’t improved of late. 
Maybe I’m looking for too much!!
(Child’s name) was referred in March 01 and to date has only been seen three 
times. The appointments made were very inflexible, i.e. if we could not make one 
appointment it could be two months before an alternative was offered. Thus we 
were thrown on our own resources. I feel that had her problems been more acute 
or the communciation between (chil’ds name) and I less healthy that she would 
have had a very different time without much support.
Verbatim responses to PSQ Q.17 “Have you any suggestions for ways 
in which the experience of counseiiing couid be improved? Piease 
describe briefly.”
i was very pleased with the counselling and help (child’s name) got and myself as 
well.
Child councelling may be more desired by children if it were done in a group with 
other children, same age groups relating to same problems, i.e. Rainbows was 
enjoyed by both my children, they didn’t feel alone in the world, they realised other 
children share their experience.
Possibly meeting with people in a similar situation and discussing how others 
cope.
If the waiting list was not so long.
I just found the first session in the centre very intimidating, i.e. it effected me to a 
certain extent with the surroundings so it obviously effected (child’s name).
ACADEMIC DOSSIER
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Elective Mutism: A Practical Review of tfie Treatment Literature for tfie
Clinical Psychologist
Overview
This article reviews the main approaches to the treatment of elective mutism. It is 
divided into three sections. In the first, elective mutism is defined and issues such 
as aetiology, epidemiology and characteristics outlined. In the second section, 
each treatment approach is described briefly in terms of theoretical basis and 
evaluated on the basis of the outcome of empirical research studies. Finally, the 
discussion section attempts to identify an effective approach that addresses all the 
aspects of this disorder while examining the pertinent issues.
Introduction
Elective mutism is a disorder which has been identified, investigated and written 
about since the latter part of the nineteenth century (Harris, 1996). It Is a disorder 
not typically covered In the speech and language therapy literature but most often 
in the mental health literature, where it has been variously defined as a condition in 
which children with normal speech and language ability persistently refuse to 
speak to people outside a small group of Intimate relatives or peers, in most or all 
social situations, but particularly In the school setting (Blum et al., 1998; Krohn, 
Weckstein & Wright, 1992; Steinhausen & Juzi, 1996). The ICD-10'" (World Health 
Organisation, 1992) which is used in Europe to classify psychiatric and related 
disorders refers to the condition as Elective fVlutism^ . The American classificatory 
system, DSM IV® (American Psychiatric Association, 1994) refers to it as Selective 
Mutism’. There are a number of parallels between the two systems. Both require
review.
^'international Classification of Diseases, tenth edition. ... .
fourth edition.
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that: the child does not speak in certain social situations in which s/he is expected 
to for a duration of at least four weeks; the disorder cannot be accounted for by a 
lack of knowledge of verbal language; pervasive developmental disorder and other 
mental illnesses must be ruled out. Specific diagnostic criteria are set out in 
Appendix A. The two systems differ in that lCD-10 stipulates that performance on 
standardised language tests must be within two standard deviations for the child s 
age while DSM IV does not. DSM IV states that the disturbance must interfere with 
educational or occupational achievement or with social communication while this is 
not specified by lCD-10.
Onset of elective mutism can be sudden (for example, following a life event such as 
birth of a younger sibling) or insidious. Age at onset is usually young childhood, 
often around the time that the child starts pre-school (Black & Uhde, 1994; 
Steinhausen & Juzi, 1996). Duration can be long, often years as opposed to 
months, such that elective mutism may be viewed as a persistent disorder which 
becomes more intractable with time (Labbe & Williamson, 1984). Estimates of 
incidence in the literature range from 0.3 to 0.8 per 1,000 (Brown & Lloyd, 1975, 
Fundudis, Kolvin & Garside, 1979) and may be higher due to confusion of elective 
mutism with for example, shyness in a child. It would appear to affect boys and 
girls equally or perhaps girls slightly more than boys (Dummit, Klein, Tancer, Asche 
& Martin, 1996; Steinhausen & Juzi, 1996). A wide range of possible aetiological 
factors are cited in the literature; family factors such as maternal overprotection of 
the child, marital discord, anxiety factors including elective mutism as a variant of 
social phobia, factors relating to trauma such as sexual abuse, parental history of 
shyness or mutism (Afnan & Carr, 1989; Black & Uhde, 1992; Cunningham, 
Cataldo, Mallion & Keyes, 1983; Krohn et al.,1992).
Characteristics associated with elective mutism
Authors reviewing the elective mutism literature have found it to be a condition 
associated with a range of comorbid conditions, for example, personality features, 
shyness, elimination disorders, anxiety and behavioural problems (Anstendig, 
1998; Krohn et al., 1992). Other studies specifically focussed on the 
phenomenological characteristics associated with elective mutism by analysing the 
profiles of children being treated in certain psychiatric settings (Brix Andersson & 
Hove Thomsen, 1998; Ford et al., 1998; Kristensen, 2000; Steinhausen & Juzi, 
1996). See Table 1.
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Table 1 Characteristics associated with elective mutism
Study authors Where
Steinhausen & Juzi 
(1996)
Switzerland
Germany
Results
EM^
100 EM children:
1/3 had one risk factor 
during pregnancy:
18% had delayed motor 
development;
24% had delayed toilet 
training;
1/3 had premorbid 
speech/lang problems; 
3/4 had behavioural 
abnormalities during 
infancy and preschool 
age;
85% were shy children.
Results
Controls
Ford et al. (1998) US 135 EM children;
18 EM adults 
a link between elective 
mutism and internalised 
problems such as social 
anxiety, temperamental 
difficulties.
Brix Andersson & 
Hove Thomsen 
(1998) Denmark 37 EM children
6 enuresis 
3 encopresis 
6 eating disorder 
17 social anxiety
37 Controls 
(with emotional 
disorders)
4 enuresis
1 encopresis
2 eating disorder
3 social anxiety
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Kristensen (2000) Norway 54 EM children 108 Controls
developmental delay;
68.5% 13%
anxiety disorders;
74.1% 7.4%
elimination disorders:
31.5% 9.3%
anxiety+
developmental delay:
46.3% 0.9%
3EM denotes subjects with elective mutism
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Hence, elective mutism is a complex condition often accompanied by other 
psychiatric diagnoses and interwoven with certain types of personality
characteristics.
Treatment Approaches
Treatment approaches vary but broadly speaking may be divided into a small 
number of categories. Wright, Holmes, Cuccaro and Leonhardt (1994) published a 
guided bibliography of 122 articles on elective mutism. They categorised treatment 
approaches as behavioural, psychodynamic, family therapy, group therapy, 
residential/day hospital, speech therapy, art therapy, psychopharmacological and 
multimodal (i.e. an approach which combines many of these approaches listed). 
Harris (1996) reported five general types of treatment methods from her 
examination of the literature: intrapsychic or psychodynamic therapy; family 
intervention; behaviour or behaviour modification treatment; a combination of 
psychodynamic, family, and behaviour approaches; and drug treatment. 
Steinhausen and Juzi's (1996) analysis of the history of interventions yielded 
similar categories. This section will attempt to describe and critique each of these 
approaches.
behavioural approaches
Behavioural interventions occur most frequently in the treatment literature 
(Anstendig, 1998; Blum et al., 1998; Dow, Sonies, Scheib, Moss & Leonard, 1995; 
Wright et al., 1994). The basic premise underlying behavioural interventions is that 
factors in the environment contribute to and maintain the child’s elective mutism. 
Treatment approaches incorporate the central principles of learning theory such as. 
reinforcement, for example, rewarding the child for speaking; shaping, for example, 
rewarding approximations towards speech such as. mouth movements or 
whispering; stimulus fading, e.g. moving from a situation in which the child speaks 
(usually at home and to mother) to introducing people the child does not usually 
speak to (for example, school friends and teacher in the classroom), variants of 
modelling (for example, video and audio tape self modelling), response cost 
(losing rewards for not speaking). Overall, behavioural methods probably have 
been used for longer, are most frequently used and are reported on more often
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than other methods. For example, Wright et al. (1994) categorised 54 out of 122 
articles on elective mutism as predominantly behavioural.
The behavioural literature consists of both retrospective case studies and more 
empirically-based research designs. Cunningham et al. (1983) reviewed 33 
individual case or group studies describing the application of behaviour therapy to 
41 children. A variety of behavioural techniques were utilised in different 
combinations with these children. Results were encouraging - of the 37 cases 
remaining at treatment termination, 57% spoke spontaneously and 43% responded 
to prompts or questions. Follow-up of 32 of these cases (spanning 3 weeks to 11 
years) indicated spontaneous speech in 79% and prompted speech in 18% of the 
cases with deterioration in only one case. Another review of the behavioural 
treatment literature conducted by Labbe and Williamson (1984) indicated that 
some researchers were using objective behavioural assessment procedures in 
combination with single-case experimental methodology, marking an advance on 
less objective evaluations such as uncontrolled case reports, apparent in the early 
literature. While some studies provide clear accounts of the progress of single 
cases (Giddan, Ross, Sechler & Becker, 1997; Masten, Stacks, Caldwell-Colbert & 
Jackson, 1996; Rye & Ullman, 1999) a number of studies are based on more than 
the report of one successful case study (Blum et al. 1998; Krohn et al. 1992;
Lowenstein 1979).
The effect of behavioural approaches with larger numbers of children were 
demonstrated by Krohn et al. (1992) and Lowenstein (1979). Krohn et al. (1992) 
described a treatment approach for elective mutism known as the Hawthorn Center 
Approach. In this method children are brought to the clinic and must say at least 
one word to the psychologist before they can leave (usually occurs within one to 
two hours). There are also some individual sessions with the child to address 
underlying emotional problems using elements of psychodynamic therapy (for 
example, play and art therapy). Next, verbal behaviour is instigated in school on a 
phased basis; first the child has to read or answer a question in front of the teacher, 
then in front of the entire class. Krohn et al. (1992) described a retrospective study 
of the effectiveness of this approach with children who had been seen at different 
times at the Hawthorn Center (n= 12 girls, eight boys aged between 5 and 11 years 
who had been electively mute for between 10 months and 7 years). Normal 
speaking behaviour in all settings - home, school, the community was the ultimate
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criteria of success. On average, the children first spoke during the second 
treatment session following the evaluation, in school during the second month or 
treatment and treatment took 11 months. No instances of substitution of elective 
mutism by another symptom were found by the authors. Seventeen of the 20 
(85%) had an “excellent final outcome” , with normal speech (including 
appropriately audible tone of voice, speaking to everyone, complete resolution of 
all speech difficulties, no signs of maladjustment in other areas of functioning) in all 
areas including home and school. No cases had a “poor outcome” (for example 
significant speech difficulties).
An earlier study conducted by Lowenstein (1979) indicated a similar success rate 
with a sample group (n=21) using a variant of the behavioural technique. In brief, 
the psychologist devised a step by step approach over a number of sessions in 
which a parent was used as a “catalyst” for speech. Treatment outcome criteria 
included “no speech”, “some speech" and “very much improved”. Eighty-six per 
cent of the sample met the criteria for “some” or “very much improved speech at 
the end of a certain number of sessions (range 2 to 21 plus). Unlike the Krohn et 
al. (1992) study, Lowenstein’s study incorporated a seven year follow-up in which 
both parents and children were interviewed. Results indicated maintenance of 
progress made in treatment and in two cases there was improvement on initial
status.
More rapid variants of the behavioural approach are the audio and video assisted 
techniques. Blum et al. (1998) reported on a series of case studies in which an 
audio feed-forward intervention was used to treat three electively mute girls in the 
US. The intervention involved the authors making a tape recording of the parent 
asking questions and the child answering them and then superimposing the 
author’s voice over that of the parent so that it seemed like the child was talking to 
the author. Children had to listen to this recording at least twice a day. Within one 
month three children were reportedly speaking normally (for example, talking to 
teacher, answering questions in class, talking to neighbours). However, Blum et al. 
cautioned that the technique does not work with all children; two other children who 
did take part in making the tape did not respond to questions after listening to it, 
while a further three children refused to participate in this study in the first instance. 
Pigott and Gonzales (1987) found videotape self-modelling to be successful in their 
treatment of a nine year old male who had been mute for four years. This
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technique involved showing the child answering direct questions from his teacher 
via a staging-and-editing process. Results indicated an increase of responding to 
teacher’s questions from a baseline of 0% to an 80% rate of answering direct 
questions and volunteering to answer questions in a three week period. 
Telephone follow-up indicated that results were maintained six months on. Kehle, 
Owen and Cressy (1990) achieved success with a six year old electively mute boy 
within a couple of weeks using this technique. By foliowing this protocol, the child 
moved from a position of no verbal interactions or even vocal sounds within the 
classroom to normal verbal interaction with classmates and verbal interaction with 
strangers outside the classroom. Furthermore, results were maintained at seven
month follow-up.
Although this research is limited due to small numbers involved. It is compelling 
due to the clear and comprehensive descriptions of procedure involved. Such 
clarity would also allow for easy replication of the study, especially since most 
clinicians have some access to audio and video equipment. This method was 
economical in that it did not take up too much of the clinician’s time and had a fairly 
immediate impact on the child’s verbal communication. Furthermore, in all cases 
generalisation of verbal behaviour was achieved without the making of additional 
audio/video tapes.
While behavioural interventions can be relatively straightforward to implement one 
inherent difficulty is the issue of generalisation of results. Watson and Kramer 
(1992) used a multiple baseline design across settings - home and school - in 
order to evaluate a behavioural treatment approach for the treatment of elective 
mutism in an eight year old boy. Results indicated differences in the maintenance 
and generalisation of speech between the two settings at follow-up with greater 
improvement evident in the home environment. Brown and Doll’s (1988) treatment 
of a six year old girl with elective mutism illustrates the difficulty of generalisation of 
speech once re-established. While their intervention raised the incidence of 
audible speech from near zero to the 85% level in the resource classroom, 
generalisation of audible speech to the regular classroom was not followed 
through, although follow-up the following school year revealed that audible speech 
was maintained in the resource classroom setting. Similarly, Richburg (1994) 
found generalising speech to the classroom at large to be the most problematic 
aspect of treating a five year old electively mute girl. Cunningham et al. (1983)
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suggested that the use of a combination of techniques over an extended treatment 
period may influence generalisation and maintenance of results.
In summary, behavioural techniques are varied and promising and appear to be 
the most stringently evaluated. In general, they are prescriptive so replication is 
possible. Techniques can be explained to parents, teachers and other 
professionals and so interventions do not always necessitate direct client work and 
so can be cost-effective. Clear methodology facilitates quantitative evaluation of 
results. However, the issue of generalisability needs more attention, for example, 
are there factors that predict generalisation of success in one situation to another. 
Other reviewers have drawn similar conclusions. For example, Anstendig (1998) 
commended those studies which have employed clear methodology, good sample 
sizes and strict parameters of intervention techniques but is critical of the lack of 
generalisability demonstrated by studies. Hesselman (1983) in her review of the 
elective mutism literature (1877-1981) referred to the economical nature of 
behavioural interventions.
psychodynamic approaches
Psychodynamic approaches incorporate tools such as music, play and art, most 
often in a one-to-one client/therapist situation. They view elective mutism as a 
symptom of intrapsychic conflicts in the child. The aim of therapy is to identify these 
conflicts and to draw them out in order to treat the elective mutism. For example, 
Schmerling and Kerins (1987) used dance/movement therapies to establish a 
relationship with the child. The focus of therapy sessions centred primarily on 
developing pre-speech and relating skills. Lesser-Katz (1988) conceptualised 
elective mutism as a regression to an earlier developmental stage when children 
exhibit stranger reaction; treatment required helping them feel safe in the company 
of strangers. She found that compliant, timid, dependent children responded better 
to a slow psychodynamically oriented treatment while noncompliant aggressively 
avoidant children responded better to a group situation. Atlas (1993) linked the 
lack of verbal expressiveness in a child who had stopped speaking in response to 
a number of life stressors, to a lack of symbolic expression. He used games such 
as blowing bubbles and artwork to encourage symbolic play and later verbal 
expression in the child. Roe (1993) reported on the response of a four year old 
electively mute girl to a classroom based programme. Types of activity included 
getting the children to clap words such as "hello", playing games with Objects which
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encouraged eye contact between the children, the use of mirrors, puppets, musical 
instruments and gross motor movement activities such as allowing the children to 
roll, slide, swing and bounce. Vainer & Nemiroff (1995) used symbolic play and 
bereavement therapy to treat a six year old girl who had stopped speaking 
following her father's death; as progress was made, therapy started to incorporate 
the family system. Barlow, Strother and Landreth (1986) involved siblings in play
therapy.
In comparison to most evaluation studies of behavioural treatment methods, 
psychodynamic approaches rest on a less solid empirical basis. There is no 
evidence of studies with large samples (although again this does reflect In part the 
low prevalence rate of the disorder) or quantification of results; Instead the 
psychodynamic literature relies on individual case studies which are descriptive 
but somewhat unstructured in terms of methodology and rather unclear in terms of 
outcome criteria. Follow-up to see if treatment gains are maintained is largely
absent (see Table 2).
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Table 2 Features of psychodynamic treatment approaches
Study authors
Atlas (1993)
Barlow et al. 
(1986)
Lesser-Katz
(1988)
Roe (1993)
Design
single case
4 year old 
girl
single case
5 year old 
girl
15 single 
cases
4 year old 
girl
Longterm Outcome 
follow-up
No
No
over
a3yr
span
1 year
some evidence of 
generalisation of speech to public 
settings
child speaking normally in school 
and other public places
all 15 became verbal and were 
functioning well in school
Began speaking to children within 
2 months
Schmerling 
& Kerins (1987)
single case 
7 year old 
boy
No some generalisation of speech 
in school (whispering a few words 
and beginning sentences). Still 
not speaking to visitors to his home.
Vainer
& Nemiroff (1995)
single case 
6 year old 
girl
No child began speaking in therapy 
and with friends in school (but not in 
classroom) and was more socially 
involved
Obviously where the success of one approach rests on the outcome - both short 
and long term - of one or a few single cases, there are difficulties in generalising 
results (also a limitation of the behavioural approach). Generalisation is therefore
131
even harder with psychodynamic techniques, a point also made by Anstendig
(1998). Moreover, consideration must be given to the fact that psychodynamic 
approaches are more process focussed while behavioural approaches are more 
outcome focussed. As such quantification is not an integral part of the treatment as 
it tends to be for behavioural interventions. Hence, the criteria for success may not 
be the same; the clinician using the behavioural approach is concerned with 
symptom reduction and judges successful treatment on that basis, while the 
clinician working from a more psychodynamic framework is concerned not just with 
symptom reduction but with what the symptom symbolises. Hesselman (1983) 
commends psychodynamic approaches for addressing the symbolic meaning of 
the symptom and the child’s nonverbal behaviour and for considering the influence 
of the family, which she feels that behavioural approaches overlook.
family/systemic approaches
Family/systemic approaches often incorporate family based interventions with 
individual treatment of the electively mute child. While other treatment approaches 
such as behavioural and psychodynamic require the family to collaborate with and 
consolidate what the therapist is doing, the focus of family systems therapy per se 
is specifically on addressing family based issues which may have contributed to 
the development and maintenance of the problem in the child. For example, one 
conceptualisation is that of an overly enmeshed mother-child relationship, 
characterised by dependence and faulty delineation of roles and boundaries within 
the family (Afnan & Carr, 1989). This familial pattern is not exclusive to elective 
mutism however; a number of authors have described this dysfunctional family 
system as it pertains to encopresis (Andolfi, 1978; McColgan, Pugh & Pruitt, 1985, 
Margolies and Gilstein, 1983; Protinsky and Kersey, 1983; Wells and Hinkle, 1990; 
Wendorf, 1984). The basic premise underlying systemic treatment is that the 
elective mutism is embedded in the family dynamics (for example, fulfilling the 
needs of other family members and not just those of the child with elective mutism); 
hence treatment needs to address these faulty systems if the child is to be able to 
communicate normally. This differs from behavioural interventions which target the 
symptom primarily and psychodynamic approaches which focus primarily on the 
individual.
The pivotal maternal influence is one of the key tenets of the systemic approach. 
Atoynatan (1986) attributed their successful treatment of seven children to the
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involvement of the mothers in individual psychotherapy. Their basic premise was 
that the child/parent relationship is of huge importance for the occurrence of the 
symptom. For example, the mother is often depressed and emotionally immature; 
mutism is an expression of aggression by the child on behalf of a mother who is 
excessively timid. This aspect needs to be addressed before symptoms can be 
extinguished.
The combination of the systemic approach with elements of the psychodynamic 
approach has also been successful and this success has also been maintained at 
follow-up. Wolf Tatem and DelCampo (1995) describe the successful treatment of 
a three year old girl using a structural family therapy approach in combination with 
play therapy and some behavioural interventions. At the end of three months the 
child was demonstrating more consistent talking to a variety of people and this 
improvement was maintained at nine month follow-up. Afnan and Carr (1989) 
combined a predominantly family/systems approach with both play therapy 
(psychodynamic) and behavioural intervention (stimulus fading plus reinforcement) 
in the case of a six and a half year old girl who had a four year history of elective 
mutism following birth of a sibling and a subsequent trauma. The child was 
speaking a few sentences within each therapy period after the seventh session.
In summary, the idea that the family have a significant role to play in the 
precipitation and maintenance of the child’s elective mutism is compelling. Indeed 
Hesselman (1983) describes family collaboration as “vital” for successful treatment. 
Nonetheless, as Anstendig (1998) also points out in her review, similar to the 
psychodynamic therapy literature and to a lesser extent the behavioural literature, 
the family therapy literature tends to rely on retrospective case studies, with 
inherent problems such as generalisation.
pharmacological approaches
In the past decade reports of pharmacological treatment approaches for elective 
mutism have emerged. The use of fluoxetine in particular has generated some 
interest in psychiatric circles. Since one conceptualisation mentioned earlier in this 
review is that of elective mutism as a variant of social phobia, an anxiety disorder 
(Black and Uhde, 1992), it would seem logical to treat it with a drug which has 
proved a very successful treatment for anxiety and depression in the past decade.
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The efficacy of fluoxetine has been studied under various research conditions, for 
example, single case studies without any additional individual or family 
intervention, a double blind placebo controlled study, an open trial uncontrolled 
study (Black and Uhde, 1992, 1994; Carlson, Kratochwill & Johnston, 1999; 
Dummit et al. 1996; Motavilli, 1995). Dummit et al. (1996) reported a 76% success 
rate (diminished anxiety and increased speech in public settings including school) 
at the end of a nine week open trial with 21 children who were diagnosed with 
elective mutism plus comorbid anxiety disorders. Side-effects such as 
disinhibition, abdominal pain, agitation were experienced by 9 of the 21. Black and 
Uhde (1992) described success after four weeks use of fluoxetine in a single case 
study which was maintained at seven months follow-up. Motavilli (1995) described 
a response (talking to family members) after 14 days of administration of fluoxetine 
in a 12 year old Turkish girl who had not spoken to anyone other than her mother, a 
few siblings and one or two friends for over eight years. Medical treatment was 
continued for another four weeks and 12 month follow-up indicated that success 
was maintained. No side effects were reported. Black and Uhde (1995) reported 
on a more rigorously controlled study (double-blind, placebo-controlled). The 
placebo matched the colour and flavour of the fluoxextine syrup. Side effects were 
minimal and there were no differences between the two groups in terms of severity 
of side effects (placebo, fluoxetine). Results are mixed depending on who reported 
improvement; no significant differences were found between the two groups on 
clinician ratings and on most of the teacher ratings but fluoxetine-treated subjects 
were rated as more improved than the placebo group by parents. Carlson et al.
(1999) utilised a double-blind, placebo controlled trial of sertraline within a 
replicated multiple baseline/across participants research design in the treatment of 
five electively mute children. Placebo and medication looked the same and were 
in capsule form. Results at 20-week post study, indicated that two children 
exhibited some improvement in some settings, while two others spoke normally in 
all situations and settings, and one showed significant improvement in practically 
all situations.
Overall, results such as these suggest that the use of selective serotonin reuptake 
inhibitors in treating elective mutism warrants further investigation. Replication of 
the more rigorously designed studies (such as Black and Uhde, 1995, Carlson et 
al. 1999) may shed more light on the contribution of pharmacology to this problem 
area. However, the issue of side-effects needs consideration. Similar to the
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treatment approaches of other psychological/psychiatric disorders, for example, 
depression, it may be best to use medication to begin the process, in this case to 
help establish speech, and at this point look towards psychological interventions 
(with or without continued medication). Anstendig (1998) concurs with this point.
multimodal approaches
Multimodal treatment approaches attempt to integrate some of the above 
approaches, for example individual play therapy which would fall under the 
psychodynamic umbrella, with family based behavioural Interventions. Such 
approaches recognise the complexity of a condition such as elective mutism in 
terms of aetiology, duration, and apparent resistance to treatment. The integration 
of a variety of approaches in the treatment of elective mutism has already been 
recommended (Dow et al., 1995). Furthermore, an increasing number of studies 
already described in this review may also be conceptualised as multimodal (Afnan 
& Carr, 1989; Krohn et al., 1992; Vainer & Nemiroff, 1995; Wolf Tatem & DelCampo,
1995).
Behavioural interventions, psychodynamic interventions and family therapy have 
been used in various combinations with some success. Lazarus, Gavilo and 
Moore (1983) outlined how a combination of family and behaviour therapies 
involving professionals from psychology, teaching and speech and language 
therapy backgrounds was successful in the individual treatments of a six and a 
seven year old girl. Results - after four months, in the case of one child - indicated 
spontaneous conversation with teacher and with small groups of children plus 
increased participation in school. In the other case, the child began speaking to 
her teacher and other students throughout the remainder of the school year. 
Bozigar and Hansen (1984) used a group treatment approach which combined 
behavioural techniques such as desensitisation, with psychodynamic techniques 
such as play therapy and fine and gross motor activities incorporating body work, 
followed by some individual work. Results indicated that each group member - four 
girls ranging in age from six to nine years - was speaking normaliy in a time period 
spanning two to twelve months. Powell and Dailey (1995) combined behavioural 
techniques with play therapy and family involvement in the successful treatment of 
a six year old female. Watson (1995) outlined the successful collaboration 
between speech and language therapy and school staff, pupils and the parents of 
a teenage girl with elective mutism and learning difficulties. Methods used were
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drawn from behavioural approaches, for example desensitisation and 
psychodynamic approaches which incorporated projective work and play.
While the multimodal approaches described here suffer from the same 
methodological and evaluative weaknesses as the behavioural, systemic and 
psychodynamic and pharmacological interventions, they did incorporate some 
degree of follow-up in their design. Moreover, results indicated that success had 
been maintained in all cases. Hence, multimodal treatment as an eclectic 
approach which incorporates expertise from a range of specialisms would appear 
to be a welcome avenue for further investigation.
Discussion
The primary focus of this review has been to evaluate treatment approaches to 
elective mutism. Two main conclusions may be drawn in this regard.
First, while the research studies reviewed comprise a variety of different 
approaches it would seem that there is no one particular prescriptive model. There 
are a number of treatment approaches; all have provided some evidence of 
success and there is no convincing evidence that one approach is significantly 
better than the rest. Instead an integrated muitimodai approach would seem to be 
preferable to reliance on one "pure" treatment method, i.e. one which involves 
utilisation of techniques gleaned from a variety of treatment approaches 
behavioural, psychodynamic, systemic - and often collaboration between 
professional disciplines. This finding is consistent with that of Anstendig's (1998) 
review.
The disadvantage with this approach is that it requires immense input from the 
clinician in terms of time and hence is also more costly. Moreover, it requires 
specialist knowledge with a range of psychological interventions and if one 
clinician does not possess all these high level skills it necessitates ongoing 
consultation throughout the treatment process. The major advantage of this 
approach is that it addresses the aetiological aspects of elective mutism rather than 
treating the disorder purely as a symptom to be extinguished. As a combination 
method it has the advantage that it can strip away all the layers which surround the 
existence and maintenance of the disorder in the child, namely; the intrapsychic
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conflicts wtiich may have led to the elective mutism; behavioural conditions which 
may allow for secondary gain for the child; dysfunctional family functioning which 
may be maintaining the disorder; the child's level of generalised anxiety which will 
always impinge on optimal functioning.
Since children with elective mutism are most typicaily referred to multidisciplinary 
psychiatry teams, it would make sense to utilise the expertise of these diverse 
professions and hence offer a multimodal approach to clients.
The second conclusion of this review is that there is sometimes no solid statistical 
basis for evaluative studies. There is a lack of large scale well-designed studies. 
Most evaluations are based on single cases or on retrospective studies with small 
samples. This concurs with Anstendig's (1998) criticisms - particularly of the 
psychodynamic and systemic literature - about retrospective case studies which 
lack clear methodology thereby making replication and generalisation difficult. 
This review highlights the need for evaluative studies to; incorporate clearly 
defined outcome criteria; be well-designed so as to facilitate replication, 
demonstrate adequate methodology such as sample size and use of standardised 
instrumentation with both parents and children; demonstrate where possible the 
efficacy of one approach over another; assess generalisation of results; incorporate 
follow-up to assess maintenance of treatment effects. Nonetheless, this review 
recognises the challenges and difficulties in meeting all of these criteria. Clinicians 
possibly encounter few such children in their entire working life, so may not have a 
tried and tested treatment protocol, with clearly defined goals such as they might 
have for treating childhood depression which has a much higher prevalence rate. 
Centres of excellence for the treatment of this disorder would be Impractical as they 
would involve children travelling for treatment and we know that taking children out 
of their natural environment for treatment affects the likelihood of generalisation of 
treatment effects. Regarding the issue of sample size, the low prevalence rate of 
elective mutism (0.3 to 0.8 per 1000) means that researchers cannot easily recruit 
large numbers of subjects to trials.
However, there are some criteria which may be easier to meet. For example, the 
use of standardised psychometric instruments makes it possible to evaluate if 
treatment effects have generalised to other behaviours, as we know that there is a 
strong association between elective mutism and other psychological disorders
137
(Brix Andersson & Hove Thomsen, 1998; Ford et al., 1998; Kristensen, 2000, 
Steinhausen & Juzi , 1996). This review identified a number of studies which 
incorporated this in their research design (for example, Afnan & Carr, 1989; Black & 
Uhde, 1994; Carlson et al. 1999; Dummit et al. 1996; Ford et al. 1998; Kristensen 
2000; Lazams et al. 1983; Powell & Dailey, 1995; Steinhausen & Juzi, 1996). 
Following up subjects is an important criterion in assessing if one intervention has 
succeeded or Is more effective than another and should be relatively easy to 
incorporate into research design, particularly short-term follow-up.
Summary and Future Directions
The treatment of elective mutism provides a challenge to most clinicians working in 
the area of child mental health. It is a problem which can persist for years before 
presentation in a clinical setting. It is a complex disorder that affects as many if not 
more girls than boys. It can have widespread repercussions affecting all aspects of 
the child’s social, emotional and cognitive development. Similar to other reviews of 
the area (Anstendig, 1998; Hesselman, 1983) this review examined the main 
treatment approaches which have been documented in the psychological and 
medical literature attempting to sift out similarities and differences and advantages 
and disadvantages between approaches. This review also attempted to evaluate 
the treatment approaches in terms of outcome, generalisation and research design. 
Finally, it aimed to provide a practical guide for practising clinicians in helping them 
identify an appropriate treatment approach for such a complex and multi-layered
disorder.
In practice, perhaps the clinician should approach the treatment of elective mutism 
like the treatment of other psychological/psychiatric disorders; start with the most 
obvious explanation for the disorder. In the case of elective mutism, rule out 
speech and language delay or disorder or physical abnormality. If these 
investigations prove negative, then seek a psychological explanation. At this point 
target the symptom through behavioural means, explore family functioning and 
dynamics and incorporate family therapy and psychodynamic interventions to help 
unravel the intrapsychic confiicts that are tied into the elective mutism. Medication 
may be used in particularly resistant cases as an adjunct to psychological
therapies.
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Appendix A
ICD 10 Diagnostic Criteria for Elective Mutism
A Language expression and comprehension as assessed on individually
administered standardised tests, is within the 2 standard deviations limit for
the child's age.
B. There is demonstrable evidence of a consistent failure to speak in specific 
social situations in which the child would be expected to speak (e.g. in 
school), despite speaking in other situations.
C. Duration of the elective mutism exceeds 4 weeks.
D. There is no pervasive developmental disorder.
E. The disorder is not accounted for by a lack of knowledge of the spoken
language required in the social situation in which there is a failure to speak.
DSM IV Diagnostic Criteria for Selective Mutism
A. Consistent failure to speak in specific social situations (in which there is an 
expectation for speaking, e.g. at school) despite speaking in other situations.
B. The disturbance interferes with educational or occupational achievement or
with social communication.
C. The duration of the disturbance is at least 1 month (not limited to the first
month of school).
D. The failure to speak is not due to a lack of knowledge of, or comfort with , the 
spoken language required in the social situation.
E. The disturbance is not better accounted for by a Communication Disorder 
(e.g. stuttering) and does not occur exclusively during the course of a 
Pervasive Developmental Disorder, Schizophrenia, or other Psychotic 
Disorder.
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The Role of Familial Factors and Family/Systemic Treatment
Approaches to Encopresis
Overview
This article reviews the role of family factors In the aetiology and maintenance of 
encopresis and attempts to describe and evaluate famlly/systemic treatmen 
approaches. It is divided into five main sections: first, encopresis is defined and 
issues such as epidemiology and aetiology outlined; second, the role of famil|a 
factors; third, description of treatment approaches, focussing specifica y
family/systemic approaches; fourth, evaluation of f a m i l y / s y s t e m i c  approaches
finally, exploration of future directions for both treatment and evaluation 
treatment.
Introduction
Encopresis may be described as inappropriately passing stools usually after the 
age of four without an organic cause (Baird, 1974; Hersov, 1994; McCoigan, Pugh 
& Pruitt, 1985; Margolies & Gilstein, 1983; Papenfus, 1998). Psychologically, the 
soiling often results In or is related to significant family disruption and dysfunction 
(Baird, 1974; Bemporad, Pfeifer, Gibbs, Cortner & Bloom, 1971; Hoag, Norriss, 
Himeno & Jacobs, 1971; Kelly, 1996; McColgan et al. 1985; Margolies & Gilstein, 
1983). Some authors subclassify types of encopresis. Margolies and Gilstein 
(1983) distinguish between "functional" and "psychogenic" encopresis and 
incontinence due to physical cause, for example, spinal Injury, anal fissure, 
Hirschprung's disease. Kelly (1996) further distinguishes between “soiling" and 
"encopresis", he considers that soiling is secondary to chronic constipation while 
encopresis does not necessarily involve constipation or overflow. Encopresis can 
be diurnal or nocturnal or both; it can be present from birth (primary) or follow a 
period of being continent (secondary); it can be intentional or unintentional, it may 
occur with or without constipation and overflow incontinence; it can occur with or 
without urinary incontinence. The ICD-IO" (World Health Organisation, 1992)
review.
25 International Classification of Diseases, tenth edition.
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which is used in Europe to classify psychiatric and related disorders and the DSM- 
IV* (American Psychiatric Association, 1994), the American classificatory system 
diagnostic criteria for encopresis, are set out in Appendix A of this review. Both 
systems include the same main diagnostic criteria except that ICD-10 sets a 
minimum duration of six months for the disorder while DSM-IV requires only three
months.
The prevalence of encopresis is thought to approximate one per cent of five year 
olds (APA, 1994). However, as some authors point out, this figure may be an 
under-estimate due to the embarrassment associated with seeking treatment 
(Margolies & Gilstein, 1983; Kelly. 1996). It is a condition which affects more boys 
than girls (Kelly, 1996; Murphy & Carr, 2000). According to Kelly (1996) while the 
soiling gender ratio is approximately equal in the first two years of life, it becomes 
two or three boys for every girl as they grow older. Murphy and Carr (2000) cite a 
male: female ratio for elimination disorders (encopresis and enuresis) of about 2:1.
Moreover, encopresis usually exists along with a variety of additional problems. A 
number of studies cite internalising problems such as shyness and withdrawal, 
externalising problems such as aggression and learning/school problems (Baird, 
1974; Bemporad et al. 1971; Geroski & Rodgers, 1998; Hoag et al. 1971; Margolies
& Gilstein, 1983).
Aetiological theories of encopresis may be condensed into five main categories, 
psychodynamic, behavioural, biological, life events and family/systemic. 
Psychodynamic theory views encopresis as an expression of unconscious 
intrapsychic conflicts rooted in early childhood, probably around the time of toilet- 
training. Reviewers of the psychodynamic literature highlight factors such as 
parental over involvement or abandonment, neglectful and coercive toilet training 
procedures (Hersov, 1994; Kelly, 1996).
Behavioural theories look at factors such as poor toileting behaviour routines and 
lack of reinforcement for proper toileting (Akande, 1993). Kelly (1996) outlines a 
cognitive behavioural perspective on aetiology, which describes how factors such 
as impaired sensations from the lower bowel or dietary changes or dehydration
26 D ia g n o s tic  a n d  S ta tis tic a l M a n u a l of th e  M e n ta l D is o rd e rs  o f th e  A m e ric a n  P s y c h ia tr ic  A s s o c ia tio n , 
fo u rth  e d itio n .
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may result in delayed defecation. This in turn causes the painful passage of a 
larger or harder stool. This combined with inappropriate parental handling of the 
child can result in anxiety, such that the child learns to associate having a bowel 
movement with noxious sensations and therefore tries to retain the stool.
In the past, the condition of encopresis was more broadly conceptualised and the 
term was attributed to all forms of soiling including cases in which there was 
medical evidence of organic or structural abnormalities. Hence, the existence of 
biological theories which attribute encopresis to a range of physical abnormalities, 
such as cerebral palsy and spina bifida (Carr, 1999; Hersov, 1994).
Kelly (1996) postulates that there may be an association between life events and 
soiling, for example any major disruption to the child’s life such as the birth of a 
sibling, starting school or even a traumatic event such as sexual abuse, but regrets 
that this has not been studied systematically. He concludes that “whatever the 
nature of any association between constipation and the experience of adverse 
events, the family environment and the degree to which parents are capable of 
giving nurture, respect and security must be a major influence on outcome for the 
child” (p.64).
Family/systemic theories highlight numerous areas such as family-child 
relationships, family interactions, the marital relationship (Baird, 1974; Matthews, 
Davis & Stanitis, 1985; Palazzoli, Boscolo, Cecchin & Prata, 1974; White, 1979).
While all these theories attempt to explain the aetiology of encopresis from their 
particular standpoint there does seem to be some degree of overlap between them 
plus a common thread which links them, i.e. that family factors are already present 
and interact with other causes of encopresis such as constipation, poor diet or 
inadequate toilet training. The aetiology of encopresis is probably best understood 
then as an interaction of many physiological and psychological factors (Stark, 
Opipari, Donaldson, Danovsky, Rasile & DelSanto, 1997).
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The role of familial factors
This section explores the role of familial factors in the aetiology of encopresis. Most 
of the literature is based on theoretical models derived from clinical experience, 
case studies and retrospective review of clinical notes.
Kelly (1996) reviewed the literature on family factors and soiling; he found that 
soiling may become a “functionally significant component of family homeostasis” 
(p.62). In other words it may be useful for the family. Furthermore, it may be 
viewed as a transgenerational phenomenon; certain families may be vulnerable to 
certain illnesses, in the case of soiling, to weak bowels. Families of children who 
soil may share certain characteristics, for example, parental over involvement and 
enmeshment. This view of soiling fits with Minuchin, Baker, Rosman, Liebman, 
Milman and Todd’s (1975) conceptual model of psychosomatic illness, i.e. 
vulnerability of the child to a certain illness, families characterised by enmeshment, 
over protectiveness, rigidity and lack of conflict resolution, the utility of having a sick 
child in the family. Furthermore, Margolies and Gilstein (1983) describe soiling as 
“a maladaptive extension of any of a number of behaviours congruent with the 
child’s role in the family and previously contributing to its stability” (p. 144).
Some family/systemic theories are proposed as specific to encopresis (for 
example, Andolfi, 1978; Baird, 1974; Protinsky & Kersey, 1983). According to 
Protinsky and Kersey (1983) a particular family organisation is often present in the 
families of children with encopresis whereby one parent is overinvolved or 
enmeshed with the encopretic child while the other is relatively peripheral or even 
disengaged. The family deny this coalition resulting in a family system with a 
confused hierarchy and boundaries. The pattern of interaction seen in this 
coalition is useful to the family as it redirects tension away from some other area, 
for example, a troubled marriage. Similarly, Andolfi (1978) views encopresis as a 
disturbance in communication, personal and interpersonal boundaries and 
resistance to change.
Baird (1974) calls the encopretic child the “symptom bearer” for his family 
members. She feels that there is a mutual advantage to the maintenance of the 
symptom and its associated provocative behaviours. By focussing on the
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encopresis and displacing hostility onto the child with the symptom, the family can 
ignore more dysfunctional family relationships. The child, for his part, by 
maintaining the symptom, keeps the family’s attention on himself. Furthermore 
Baird describes four characteristic and coexisting interaction patterns which 
characterise cases of encopresis at an individual and family level. At the individual 
level these are: first, witholding of wastes by the child, secondly, regression to 
infantile behaviour, thirdly, the child's anger is mishandled and fourthly, 
miscommunication with the world. At a family level, the family: first, retaliates by 
withholding from the child the things he values, for example, praise, secondly, they 
interfere with the child’s own natural physiologic responses and restrict his mature 
development by forcing their will on him, thus reinforcing his infantile behaviour, 
thirdly, the family expresses its anger by these punitive measures while at the same 
time denying its existence and fourthly, the family misperceives the child’s straining 
to retain as a wish to expel his stool. Baird considers that the father has a central
role to play in this family drama.
Other family/systemic theories propose a link between family pathology and 
psychosomatic symptomatology not necessarily encopresis. Minuchin et ai. (1975) 
proposes that if pathological family processes manifest as encopresis as the 
symptom choice, this is related to the family history and organisation as well as to 
physiological predisposition in the child.
A number of case studies which outline famiiy/systemic treatment describe the 
characteristics and role of family factors (Bemporad et al.. 1971; Berrigan & 
Stedman, 1989; Hoag et ai.,1971; McColgan et al., 1985; Margolies & Gilstein, 
1983; Matthews et al., 1985; Myers & Croake, 1984; Palazzoli et al., 1974; 
Protinsky & Kersey, 1983; Rydzinski & Kaplan, 1985; Wells & Hinkle, 1990; 
Wendorf, 1984; White, 1979). These studies share some salient features. First, all 
but one study (Berrigan & Stedman, 1989) feature male only subjects. Secondly, 
80% O f  families described in these studies are described as having confused 
generational boundaries. Specifically this means that in families of children with 
encopresis, one parent (usually mother) may be over involved with the child with 
encopresis, fathers may be under involved, one parent-child subsystem may 
actually be aligned against father or a grandparent may be inappropriately 
involved in the problem. Table 1 below provides a summary:
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Table 1 Fam ily factors involved in cases of encopresis
Authors
Bemporad
etal.
Berrigan & 
Stedman
Hoag et al. 
(1971)
Year Country Child
1 9 7 1  U S A
1989 USA
1971 USA
14 boys 
5-13 yrs
boy 9 yrs 
girl 9 yrs
ten boys 
7-13 yrs
Type of family factors involved
fathers uninvolved, mothers over 
involved; maternal depression; poor 
marital relationship; lack of mother- 
child empathy; coercive early toilet 
training; extreme parental 
personality traits.
over involvement; alignment 
enmeshed mother-daughter dyad, 
severe split in the parental 
subsystem over discipline tactics
passive husband, dominant wife;
8 boys were “first born son”; 5 boys 
displaced by a new sibling within 
14 months; hostile-dependent 
mother/child relationship; aloof 
father
McColgan 1985 USA 
etal.
Margolies 1983 USA
& Gilstein
Matthews 1985 USA
etal.
Myers & 
Croake
boy 9 yrs
boy 14 yrs
boy 10 yrs
1984 USA boy 5 yrs
enmeshment, over protectiveness, 
diffusion of conflict, rigidity
mother overinvolved, father under­
involved
confused generational boundaries, 
overinvolved grandmother, 
disengaged grandfather, maternal 
depression, immature children
parents separated, limited social 
contacts, lack of limits set by father, 
rejection of one child (encopretic) by 
mother and alignment of mother with 
other child
PalazzoHi
etal.
1974 Italy boy 9 yrs parents’ unresolved problems 
displaced onto encopretic child
149
Protinsky 1983 USA 
& Kersey
Rydzinski 1985 USA 
& Kaplan
7 boys 
6- lOyrs
boy 7 yrs
Weils 
& Hinkle
1990 USA
Wendorf 1984 USA
2 brothers 
ages 7, 8
boy 10 yrs
birth of a sibling; father’s recent 
unemployment; successful toilet 
training had never taken place 
marital discord
parental disharmony and mutual 
blame, mother and child aligned 
against dad, maternal and paternal 
history of elimination problems, 
paternal isolation within family
grandmother enmeshed with family, 
mother had long-standing health 
problems
father had committed suicide, child 
overweight, clingy and defiant with 
mother and grandmother, mother 
dependent on and subservient to 
grandmother
Hence, affiough mere is nothing in the literature to suggest a causai link bewaen 
tamiiy factors ano soiling, it «ouid seem that family factors do ”
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is present in the chiid. i.e. weak bowels, and family pathology such as maternal 
enmeshment or parental discord precipitates and serves to maintain the disorder.
Treatment approaches
A variety of treatment approaches to the problem of encopresis have been tried; 
these can be broadly categorised as medical and psychological (Stark, Spinto, 
Lewis & Hart, 1990) but perhaps more usefully as psychodynamic, biologica 
behavioural and family/systemic. Hersov (1994) recommends a combined physical 
and psychological approach in most cases, whatever the initial cause. This section 
attempts to give a broad overview of each of these approaches before focussing 
specifically on the family/systemic approach to treatment.
Psychodynamic approaches focus on encouraging the child to express 
unconscious intrapsychic conflicts in an alternative way. Treatment approac es 
incorporate techniques such as verbal psychotherapy, art, for example clay 
drawing and finger painting, and play (Feldman, Villanueva, Lanne 
Devroede,1993; Thapar, Davies, Jones & Rivett, 1992). Outcome studies of such 
approaches are rare. Kelly (1996) found that most of the reports on 
psychodynamic therapy approaches were individual case studies, wit no 
evidence of systematic trials. Thapar et al. (1992) concluded from their review of 
encopresis treatment approaches that there are too few verbal psychotherapy 
studies to adequately judge its value in the treatment of encopresis.
Biological treatment approaches focus predominantly on medical techniques such 
as bowel catharsis to clear out the colon and rectum using enemas and laxatives 
and then starting the child on a healthy high-fibre diet, before attempting to re-train 
the bowel (Bernard-Bonnin, Haley, Belanger & Nadeau, 1993; Rockney, McQuade,
Days, Linn & Alario, 1996).
Behavioural approaches traditionally employ a reinforcement system to encourage 
frequent trips to the toilet, to get the child to sit on the toilet and to defecate in the 
toilet Behavioural interventions tend to include aspects of biological treatments for
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1996- Kuhn, Marcus & Pitner, 1999; Papenfus, 1998; Stark et al., 1997, S , 
Owens-Stively, Spirito, Lewis & Guevremont, 1990; van der P'as, Benninga, 
Taminiau & Buller, 1997; Wigley, Yule & Berger, 1982; Wright & Bunch, 1977).
Cox et al 's (1998) examination of outcome studies of behavioural interventions 
indicates a success rate of between 21% and 60% at short-term follow-up^ Levine 
and Bakow (1976) claimed a 78% success rate - defined as no accidents or rnor 
than six months or only rare incontinence - at one-year follow up of P 
treated through a combination of counselling and education, initial bowel catharsis, 
a supportive maintenance programme to potentate optimum evacuation, retraining
and careful monitoring and follow-up.
Family/systemic approaches described
Family therapists try to understand the wider family context In which the symptom 
has evolved (Kelly, 1996). The family/systemic approach aims to highlight an 
unravel dysfunctional patterns of interaction in order to treat the manifest symptom, 
encopresis. Family therapists utilise a wide diversity of techniques.
The main elements of family therapy may be summarised as follows: reframing the 
problem of encopresis; examining interpersonal relationships and communication; 
removing the child from conflictuel family relationships and from the role of 
“identified patient”; assuming a less coercive relationship with him around bowel 
functions; restructuring family roles (Baird, 1974; Friedrich, 1986; White, 1979). In
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the opinion of Baird (1974) the first step in treating encopresis is to examine e 
interpersonal relationships of the family and to correct any dysfunctional fami y 
patterns such as parents withholding information from the child, pyen  s 
infantillzing the child, mishandled anger and miscommunication. If the fami y 
situation improves but the encopresis does not, Baird suggests that the child has 
internalised the problem and so individual psychotherapy is warranted. Friedrich
(1986) has described the essential components of family therapy used to trea 
encopresis. They are firstly, establishing a therapeutic relationship (as in all good 
psychotherapy), secondly, reframing the problem of encopresis taking the 
emphasis off the child and placing it on, say, poor muscle tone, thirdly, removing 
the child from the conflicted family relationships and assuming a less coercive 
relationship with him around bowei functions and fourthly, removing the child from
the “identified patient" role.
Examining and reframing the problem of encopresis is crucial, i.e. examining its 
meaning within the family, the function it serves and how it affects all family 
members (Andolfi, 1978; McColgan et al. 1985; Margolies & Gilstein, 198 ). 
Restructuring of famiiy roles is extremely important as the chiid with encopresis has 
often been relegated to a younger role, one parent may be aligned to the child and 
the problem, while another parent may be excluded and/or other siblings may be 
isolated or fulfilling inappropriate parentified roles (Andolfi, 1978; McColgan et al. 
1985; Margolies & Gilstein, 1983; Protinsky & Kersey, 1983; Welis & Hinkle, 1990; 
Wendorf 1984). Many therapists describe the importance of focussing on the 
marital relationship (McColgan et al. 1985; Protinsky & Kersey, 1983). Welis and 
Hinkle (1990) set the parents of two brothers who were soiling an assignment o 
going on a date without the children. McColgan et al. (1985) describe the 
importance of helping the parents and other family members resolve difficulties 
without involving a third person (the child who is soiling) and blocking the rigid 
over-involvement of everyone in each others conflicts.
Some treatment approaches encourage the child to clean up his own accidents 
and keep them private, even secret, from the rest of the family (McColgan et al.
1985; Wells & Hinkle, 1990).
There are a number of additional techniques which have been used alongside or 
instead of the core ones described above. A number of authors describe using
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paradoxical interventions, for example telling the child not to get better too soon, or 
to revert to soiling behaviour once it has ceased or requesting the children to 
exaggerate dysfunctional behaviour such as arguing so that it 
boring (Fundingsrud, 1988; McColgan et al. 1985; Margolies & Gilstein, 1983,
Protinsky & Kersey, 1983).
Andolfi (1978) describe the usefulness of a technique called the “strategy of 
provocation" whereby the therapist directly challenges the disturbed behaviour and 
at the same time makes a constant effort to enhance the person by encouraging 
and reinforcing the positive aspects of his behaviour. Matthews et al. (1985) 
describe how a family treatment team adopt “hypnotic metaphor” in one of their 
sessions to treat a 10 year old boy and his family. In brief, this consisted o 
inducing trance in all family members present, at which point the therapis 
proceeded to tell a metaphorical story, designed so that the child with the soi ing 
problem could find parallels with the story's hero. Palazzoli et al. (1974) descri e 
how using signed contracts between a nine year old boy and his parents resuite 
in cessation of encopretic behaviour. Wells and Hinkle (1990) asked the entire 
family to predict whether or not two brothers would soil the following day and 
compared the prediction with the actuality in an attempt to increase their 
awareness of their soiling and to alter their expectations about soiling. “Sneaky 
poo" is a narrative technique often used by systemic therapists. Silver, Williams, 
Worthington and Philips (1998) feel that it encourages children and families to 
objectify and externalise the soiling and to distance It from themselves. The idea is 
to teach the child to outwit or defeat “the poo” (Gutsche & Walker, 1989; Silver et al. 
1998; White, 1984). “The child and the family can develop a new story of 
themselves as normal and strong people getting the better of 'the poo’ rather than 
believing their child to be intrinsically dirty or disturbed" (Silver, 1996, p.421).
Shapiro and Henderson (1992) describe brief family therapy for two siblings - an 8 
year old daughter and a 13 year old son - which focussed primarily on getting the 
divorced father to imagine what life would be like if there was no soiling and the 
divorced father spending more time with the children. It is an unusual case 
however as only the father presented for therapy and the children were never 
actually seen or treated directly in therapy.
Hence, family/systemic approaches are wide ranging. The techniques employed
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are imaginative and appealing and often require considerable cooperation and 
commitment from both the child who is soiling and the entire family unit.
Evaluation of family/systemic approaches
To date there is a lack of well-designed studies - adequate sample size^ 
randomised control groups, longitudinal data - in the 
evaluated treatment approaches to the problem of encopresis^ Z
(2000) metaanalysis of five encopresis treatment studies yielded only two stud 
which they considered to be well-designed and comparative, i.e. comparing two or 
more active treatments. Neither study evaluated a family/systemic approac . e 
other three studies chosen by these authors were single group outcome studies, 
only one of which was family/systemic and merited consideration (Protinsky & 
Kersey, 1983). Silver (1996) found only one controlled trial conducted by Richman 
(1983) (as reported in Buchanan, 1992), a comparison of behaviour therapy wi 
family therapy. Results indicated improvement in 61% of the behaviour therapy 
group and in 50% of the family therapy group. According to Kellys (199 review 
most publications on the subject of family/systemic therapy outcome are 
inadequately researched - mainly case studies and no large scale well-designed 
intervention studies. However, the fact that famiiy/systemic treatment methods 
incorporate quite a diversity of techniques - which range from restructuring e 
marital relationship to having the child take over responsibility for cleaning up - as 
opposed to having a single standardised treatment regimen (as would be the case 
with biological treatments) may complicate evaluation of the effectiveness o 
famiiy/systemic approaches.
Table 2 provides an evaluative summary of a number of studies conducted over the 
past three decades which have utilised a famiiy/systemic approach. Successful 
outcome has been reported In all cases following as few as two sessions (Wendorf, 
1984). Follow-up ranging from two months (Shapiro & Henderson, 1992) to two 
years (Andolfi, 1978) indicates maintenance of success.
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Table 2 Evaluation of famiiy/systemic approaches
Study
Andolfi
(1978)
Child Treatment
Characteristics Duration
boy 12 yrs 4 months
S h o rt-te rm
O u tc o m e
no soiling
Follow-up
no soiling 
maintained at 
2 yr follow-up
Berrigan & boy 9 yrs
Stedman
(1989) girl 9 yrs
12 sessions
14 s e s s io n s
no soiling after 8 
sessions
no soiling after 12 
sessions
no soiling at 1 yr 
follow-up 
no soiling 
several months 
later
F u n d in g s ru d  2 s u b je c ts
(1988)
Gutsche 
& Walker
(1989)
boy 8 yrs
1-4
sessions 
5 sessions
no soiling
s y m p to m s
re d u c e d
no soiling at 6 
mth follow-up
improvement 
stable over 5 
mth course of 
therapy
Hoag et al. 10 boys
(1971) 7 -13  yrs
Kellerman boy 10 yrs 
(1977)
McColgan boy 9 yrs 
etal. (1985)
Margolies 
& Gilstein 
(1983)
boy 14 yrs
15 individual half considerably
sessions per improved
child; parent 
weekly
group therapy
30 sessions no soiling
over 10 mths after
8 months
6 sessions no soiling
by session 5
over soiling only
3 1/2 mths twice
after 6 wks
no  in fo rm a tio n
no soiling at 5 
mth follow-up
2 accidents at
3 mth follow-up
no soiling at 
8 mth follow-up
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Matthews
etal.
(1985)
Palazzoli
etal.
(1974)
Protinsky 
& Kersey
(1983)
boy 10 yrs
Shapiro &
Henderson
(1992)
Wells &
Hinkle
(1990)
Wendorf
(1984)
boy 9 yrs
7 boys 
6-10 yrs
boy 13 yrs 
sister 8 yrs
male 
siblings 
7, 8 yrs
boy 10 yrs
9 sessions 
over 41/2 
mths
7 sessions
3-14
sessions
4 sessions
10
sessions
significant 
improvemt 
(soiling once 
/twice per wk)
no soiling 
after session 4
6 not soiling 
for 1 mth 
after 12 sessions 
on average;
1 dropout
no soiling 
by
session 3
no soiling 
at session 5
2 sessions no soiling
by session 2
near zero 
soiling at 6 mth 
follow-up
no soiling at 
3 mth follow-up
5 not soiling 
at 6 mths;
1 soiling 
occasionally
no soiling at 
2 mth follow-up
no soiling at 
3 mth follow-up
no soiling at 
3 mth follow-up
From the evidence reviewed here, it may be concluded that family/system,c 
treatment outcome studies to date consist largely of singie-case designs or at most 
small uncontrolled studies (Hoag et ai. 1971 ; Protinsky & Kersey, 1983). This has 
obvious limitations in terms of demonstration of treatment efficacy and 
generalisation of results. Nonetheless, what we do know is that family/systemic 
approaches have been effective in some cases after as little as four or fewer 
sessions (Protinsky & Kersey, 1983; Shapiro & Henderson, 1992; Wendorf, 1984). 
Also the evidence (albeit based on single case designs) indicates that children 
and their families who receive famiiy/systemic interventions remain symptom-free 
post-treatment. Protinsky and Kersey (1983) followed up seven cases six months 
after treatment and found that five cases remained symptom-free. Clearly, more
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studies with longitudinal data in their design are needed. Furthermore, studies 
which incorporate randomised controlled trials with adequate sample sizes, in 
order to demonstrate the efficacy of famiiy/systemic treatment - a technique whic 
requires considerable clinical expertise, input, time and client and fam iy 
participation, commitment and availability - would be very useful.
Future directions
In terms of treating encopresis, a number of authors refer to the importance of 
combining family therapy with other approaches particularly behaviour modification 
(Berrigan & Stedman, 1989; Kellerman, 1977; Margolies & Gilstein, 1983; 
Sheinbein, 1975; Wendorf, 1984). This review has also demonstrated that there is 
some overlap between the theories and by extension treatment approaches. 
Murphy and Carr (2000) conclude from their review of the best controlled treatment 
effectiveness studies for enuresis and encopresis, that successful treatment for 
encopresis is famiiy based and multimodal. Silver (1996) argues for a combined 
physiological, psychological and family treatment of soiling, in practise, the 
therapist should firstly look for the most simple explanation for soiling by ruling out 
physical factors such as impaction and overflow. Hence, before psychological 
treatments are commenced the therapist should collaborate with the paediatrician 
(for example, by requesting an abdominal x-ray). If there are any physical factors 
present and they are successfully treated (for example, with laxatives) but soiling 
continues (diagnostic systems specify between three and six months) then 
psyohologicai intervention is indicated. Delivery of psychological intervention 
should depend on factors within the child as well as the therapist’s knowledge of 
what works according to the evidence base. Hence, the therapist needs to operate 
from a multimodal framework from the start.
As Thapar et al.(1992) conclude from their review of the treatment literature, there 
is a need for well-designed, randomised control studies with clear definition of 
treatment outcome and incorporating follow-up. Furthermore, Kelly (1996) 
recommends the systematic study of large cohorts of children with soiling and their 
families, the collection of longitudinal data and controlled trials comparing the 
efficacy of different interventions.
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Summary and Conclusions
Encopresis is a condition whereby a child aged over four years inappropriately 
passes stools for no apparent organic reason. It is a condition which affects more 
boys than girls with an estimated prevalence of about one per cent of five year olds.
A number of theories describe the aetiology of encopresis; these may e 
categorised as psychodynamic, behavioural, biological, life events and 
famiiy/systemic. Research evidence suggests that family factors have a significant 
role to play in the aetiology. However, much of this is based on individual case 
studies, in terms of sucoessfui treatment approaches there is a lack of well- 
designed studies evaluating all treatment methods for encopresis (Kelly, 1996; 
Silver, 1996; Thapar et ai., 1992). While behavioural and medical approaches can 
work (for example. Bernard-Bonnin et ai., 1993; Levine & Bakow, 1976; Rockney et 
ai., 1996) when they fail, patients are often referred to family therapists.
This review specificaiiy focussed on famiiy/systemic approaches to treatment. It 
investigated the role of family factors in the aetiology of the problem and found that 
family pathology can precipitate and maintain soiling. This review also examine 
whether famiiy/systemic approaches - which aim to alleviate the manifest problem 
of soiling by unravelling the family pathology - work. While the research is almost 
always based on individual case studies, there would seem to be compelling 
evidence to advocate the potential usefulness of conducting large-scale, well- 
controlled studies which incorporate long-term follow-up. Only then will it be 
possible to demonstrate scientifically as well as on a case-by-case basis, the 
potential contribution of famiiy/systemic therapy to this disturbing condition.
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Appendix A 
DSM-IV Diagnostic Criteria for Encopresis
A. Repeated passage of feces into inappropriate places (e.g., clothing or floor)
whether involuntary or intentional.
B. At least one such event a month for at least 3 months.
c. Chronological age is at least 4 years (or equivalent developmental level).
D. The behaviour is not due exclusively to the direct physiological effects of a
substance (e.g. laxatives) or a general medical condition except through a 
mechanism involving constipation.
Code as follows:
R15 With Constipation and Overflow Incontinence (also code K59.0 
Constipation on Axis III)
F98.1 Without Constipation and Overflow Incontinence
ICD-10 Diagnostic Criteria for Non-Organic Encopresis F98.1
A. The child repeatedly passes faeces in places that are inappropriate for the 
purpose (e.g. clothing, floor), either involuntarily or intentionally. (The 
disorder may involve overflow incontinence secondary to functional faecal
retention).
B. The child’s chronological and mental age is at least 4 years.
C. There is at least one encopretic event per month.
D. Duration of the disorder is at least 6 months.
E. There is no organic condition that constitutes a sufficient cause for the 
encopretic events.
A fifth character may be used, if desired, for further specification:
F98.10 failure to acquire physiological bowel control
F98.11 adequate bowel control with normal faeces deposited in
inappropriate places 
F98.12 soiling associated with excessively fluid faeces (such as with
retention with overflow)
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Abstract
This study details the construction and validation of an evaluation tool for 
completion by young people in receipt of mental health services. A review of the 
literature indicated that children are rarely asked for feedback about the services 
they receive in general and about mental health services in particular. While this 
situation is slowly changing with Educationalists and Medics realising the value of 
seeking children's opinions directly, progress in the field of Psychology is slower. 
While some evaluation tools for use in child mental health services have been 
developed (mainly in the US), none were identified in this country. In developing 
the present evaluation tool, named the Adolescent Satisfaction Questionnaire 
(ASQ), a number of steps were involved. Individual interviews, a focus group with 
adolescents (13-18 years) and a review of the literature generated a number of 
items for inclusion in the ASQ. During instrument validation 184 ASQs (along with 
two brief checklists, primarily for information purposes) were sent to 17 centres 
around Ireland for completion by clients in this age group. Eighty-four sets of data 
were returned from 12 centres representing a response rate of 46%. Statistical 
analysis of the ASQ indicates that it is a reliable instrument, Cronbach’s alpha = 
0.75 for the total scale (17 items). Validity is demonstrated first, by the modest 
positive correlation between therapist assessment of client progress and client 
satisfaction, Spearman rho = 0.499, (p<.01 ), and secondly, by the independence of 
all but one background variable from client outcome. Factor analysis yields three 
factors, “practical issues”, “characteristics of relationships with clinic staff” and 
“feeling positive about the experience”, with reliability coefficients of 0.65, 0.75 and 
0.57 respectively. These three factors comprise 11 questionnaire items. Total 
reliability for this 11-item scale, alpha = 0.80. The instrument would be appropriate 
for use in a variety of adolescent mental health services.
Chapter One 
Introduction
1.1 Overview
The aim of this study was to construct and validate an evaluation instrument for 
completion by adolescents in receipt of mental health services in Ireland. Chapter 
One investigates the need for the development of such an instrument, the 
usefulness of producing one and outlines a large number of empirical studies 
which have included consumer evaluation measures and a smaller number which 
have actually developed such measures. The reliability and validity of these 
instruments is examined in detail. Chapter Two outlines the methodology during 
the construction and validation phases of the Adolescent Satisfaction 
Questionnaire (ASQ); who took part in the study and at what stage, which 
instruments and measures were used and what procedural steps were followed. 
Chapter Three details the results of quantitative analyses - including reliability and 
validi^ checks and factor analysis - and of qualitative data analyses. Chapter Four 
discusses these results and their implications in the context of the issues outlined 
in the literature review (Chapter One).
1.2 Literature Review
Traditionally when professionals have wanted feedback about services for 
children/adolescents - be it health care, education or psychological for example - 
they have asked the relevant adult rather than going directly to the child (for 
example see Plante, Couchman and Diaz (1995); Stallard, Hudson and Davis 
(1992)). Fortunately, as we approach the next millennium this situation is slowly 
beginning to change. In this age of quality assurance and sensitivity to clients’
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needs, there is an onus on service providers to know exactly how child-friendly 
their services are. it would seem logical to ask the service user directly for this 
information. There are a number of reasons for this change and they will be 
reviewed in this chapter along with the reasons given in the past for not asking 
children.
1.2.1 Why Consult Children and Adolescents?
There are a number of arguments for affording children and adolescents the 
opportunity to talk about and evaluate their experiences. Probably the most salient 
are firstly, the young people's competence to do so, secondly, their right to do so 
and thirdly, the usefulness of doing so. Each of these arguments will be explored 
in the following section.
Competence
Piaget is one of a number of theorists who believe that adolescents differ little from 
adults in terms of cognitive capacities such as memory, reasoning ability and 
problem-solving. According to his theory of cognition, the most advanced stage of 
cognitive development begins at about age 12 and extends through adulthood. 
There are a number of significant characteristics of the formal operations stage; 
adolescents are able to reason about hypothetical problems, they can 
systematically search for solutions to problems, they are interested in theoretical 
and abstract matters and they engage in serious contemplation about issues which 
are important. Children in the stage of concrete operations do not share these 
features, for example, they have difficulty reasoning about improbable or 
impossible events, hypothetical propositions and abstractions (Mussen, Conger, 
Kagan and Huston, 1984). However, research indicates that they are sufficiently 
^^P^ble of answering direct questions about their experiences. It is just that 
adolescents - in the formal operations stage - are closer to adults in their thinking.
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Information processing approaches, while respecting a number of central elements 
of Piagetian theory, also differ in some important ways. For example, such 
approaches place greater emphasis on the role of processing limitations, strategies 
for overcoming these limitations and knowledge about specific content. According 
to Siegler’s (1991) theory of information processing, differences in the thinking of 
infants, young children, older children and adults while apparent in, for example, 
aspects of problem solving (such as success in analogising) no longer seem as 
huge as they once did. Furthermore, information processing theory has indicated 
that children and adolescents share many abilities with adults. Similarly, Angold’s 
(1994) review of research on children’s memory suggests that even by the age of 
six to eight years, the recall abilities of children do not seem to be dramatically 
different from those of adults.
Research suggests that children and particularly adolescents are quite competent 
at making decisions which concern themselves. Weithorn and Campbell’s (1982) 
study of personal health-care decision making in the US, found that 14 year olds 
did not differ from adults in terms of their capacity to provide competent informed 
consent and refusal for medical and psychological treatment. While nine year olds 
were less able, they were still competent at expressing clear and sensible 
treatment preferences similar to those of adults.
Treating children as competent or incompetent may have some roots in the cultural 
tradition of a country. Some countries such as Denmark do not share the view of 
children as incompetent which has been widespread in other countries. Childcare 
centres are required by law to observe the principle that children must be listened 
to. According to Langsted (1994) interviewing children provides information about 
their own views of their daily lives which could not be acquired by any other 
method. He describes the effectiveness of two projects in Scandinavia, the
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“Children as Citizens” Project and the BASUN Project in which children as young 
as five years old are interviewed about their daily lives in day care and at home.
According to Mash and Terdal (1997) more recently there has been an increase in 
the use of interviews and child-completed checklists and questionnaires. This 
increase is related to a number of factors; the growing recognition of children’s 
unique position as observers of themselves and their social environment; an 
accumulation of data in support of the notion that cognitions and emotions directly 
influence children’s behaviour and often mediate the effects of intervention; an 
increased emphasis on children’s thoughts and feelings as potential targets for 
treatment; a growing concern about such childhood disorders as depression and 
anxiety, disorders that require the direct assessment of children’s self-reported 
feelings; a greater sensitivity to the need to adapt methods to suit children’s 
different developmental levels.
A number of instruments exist which are designed to measure many aspects of 
children/adolescents’ behavioural and psychological states. Achenbach’s Youth 
Self Report (1991) is completed by children between the ages of 11 and 18 and 
has been demonstrated to be a reliable and valid tool. Similarly the Adolescent 
Coping Scale (Frydenberg and Lewis, 1993) developed for use with 12 - 18  year 
olds, has demonstrated good reliability and validity. The Perceived Competence 
Scale for Children (Harter, 1982) and the Pictorial Scale of Perceived Competence 
and Social Acceptance for Young Children (Harter and Pike, 1984) have been 
developed for children as young as preschool age and both have demonstrated 
good reliability and validity.
Cortis and Grayson (1978) conducted a study in the UK which asked pupils aged 
between 9 and 11 years to evaluate student teachers. They found that pupils’
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assessments of their teachers were generally quite reliable. A number of other 
authors similarly demonstrated the value of asking pupils to evaluate their teachers 
(McKelvey and Kyriacou (1985); Meighan (1978); Waxman and Eash (1983)) .
Hence, the literature clearly indicates that children/adolescents have sufficient 
cognitive competence to allow them to make decisions about themselves, to report 
coherently on their feelings and behaviour and to assess the behaviour of others. If 
young people^ really are this competent, it would seem logical to go one step 
further from asking them how they feel, to asking them what they think about other 
aspects of their lives and to consult with them about the services they are attending.
Rights
The second reason for consulting young people is consideration of the right to 
express their views. Article 12 of the United Nations Convention on the Rights of 
the Child (1989) states that:
“State parties shall assure to the child, who is capable of forming his or her own 
views, the right to express those views freely in all matters affecting the child, the 
views of the child being given due weight in accordance with the age and maturity 
of the child”.
In Ireland, in theory, we acknowledge that if the child is competent he/she has a 
right to have his/her opinion appreciated. Having signed the UN Convention on 
the Rights of the Child in 1992, there is an inherent duty to put this into practice.
The Convention (see Human Rights, fact sheet no. 10) establishes the right of a 
child to be an actor in his or her own development and to express his/her opinions. 
Furthermore, the Convention provides for children to take part in the decisions 
which concern them, with the hope that this will enable them to begin to take an
 ^The term “young people” will be used to describe children and adolescents
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active and creative part in the social and political life of their countries. For 
example, when courts, welfare institutions or administrative authorities deal with 
children, the Convention states that the child’s opinions shall be given careful 
consideration.
The clear message would seem to be that there is an onus on everyone concerned 
with the welfare of young people, to acknowledge their right to articulate their 
opinions.
Usefulness
Evidence from the literature on what children and adolescents think of educational 
services in the US and UK supports the value of formally taking student opinions of 
their teachers into account. Asking children/adolescents about themselves would 
appear to provide more reliable and insightful information than asking second­
hand informants such as parents and teachers. Meighan (1978) found that 11 to 
18 year olds who were asked to evaluate the performance of student teachers in 
the UK, gave comments which were helpful, sympathetic and constructive. In the 
US Waxman and Eash (1983) asked sixth graders (approximate age 12 years) to 
evaluate teaching behaviour in the classroom; they concluded that student 
perceptions as assessed by self-report instruments have a big advantage over 
observational techniques in that they can be standardised and are economical and 
efficient in obtaining larger amounts of data in a short amount of time. McKelvey 
and Kyriacou’s (1985) overview of the research similarly supports the usefulness of 
asking the pupils themselves about their teachers’ performance. Davie and 
Galloway (1996) highlight some studies which found rich benefits of asking 
children’s opinions, for example improvement in children’s learning and giving 
children a sense of ownership of the final result.
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Furthermore, children/adolescents and adults may have different perspectives on 
the same issues. Hence it is useful to consult them because of this unique view not 
shared with significant others such as parents. Studies which utilise both patient 
and parent reports highlight these different perspectives. Kvist, Rajantie, Kvist and 
Slimes (1991) compared impressions formed by children with leukemia or 
lymphoma with the impressions of parents about disease-related changes in 
significant relationships and environmental attitudes. One of the most interesting 
findings was that the children (who had a mean age of 12.8 years) often had very 
different opinions to their parents about the impact of their disease. Similarly, 
Eiser, Levitt, Leiper, Havermans and Donovan (1996) in a clinic audit for long term 
survivors of childhood cancer found many significant differences between the 
Views Of Children and their parents.
Literature in the education field and to a lesser extent in the health care field clearly 
indicates that there are a number of reasons why it is useful to consult young 
people about their experiences, such as obtaining their unique perspective, 
gaining informative and constructive feedback and even improvement in their 
learning. Hence, it would appear that professionals have much to gain from 
obtaining the chiid/adoiescent’s perspective.
1.2.2 Children/Adolescents and Mental Health Services
As already described in the preceding section, there are three particularly salient 
principles for asking young people their views: their competence to give opinions, 
their right to do so and the usefulness of asking them to do so. What is the practice 
in the mental health field? if this group are neglected as informants, what are the 
reasons for this? The following section attempts to answer these questions, by 
examining the arguments for and against giving children/adolescents their say.
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Are Children Consulted?
in the field of Psychology, there has been a shift in recent years towards the 
inclusion of consumer opinions in adult mental health services. For example, 
Larsen, Attkisson, Hargreaves and Nguyen (1979) developed a psychometrlcally 
sound scale to assess client/patient satisfaction, the Client Satisfaction 
Questionnaire (CSQ). However, such a shift Is not apparent in child mental health 
services. In the light of what we know about children/adolescents as informants 
(described in the previous section) this appears very short-sighted. As Glaser 
(1996) rightly points out, young people are unlikely to be familiar with professionals 
in the mental health field; They are often unsure why they have come to such a 
service in the first place and they do not know what to expect. Not being asked for 
feedback serves to compound their sense of lacking control over their situation. 
Indeed, a number of studies exist which would seem to have overlooked the 
importance of consulting older children and adolescents in their evaluations of
services.
Fettle, Fyvel and Bruggen (1995) looked at the communication and referral process 
in a specialist adolescent unit in the UK. Although the clients were adolescents, 
parents were consulted about their satisfaction with the service and not the 
adolescents themselves. Plante et al. (1995) describe how they developed a 
treatment outcome and client satisfaction assessment program for use in a mental 
health treatment centre for children and their families in California. The instruments 
that they included in this package were all to be completed by adults, for example, 
parents, treatment staff, clinicians. According to Plante et al., because the children 
treated at the centre ranged In age from 5 years through adolescence, 
questionnaires suitable for parents (rather than children) to complete were used. 
Heflinger, Sonnichsen and Brannan (1996) also looked at parent satisfaction with
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Children’s mental health services in a children’s mental health managed care 
demonstration. Interestingly the Instrument they used to assess parental 
satisfaction had a corresponding adolescent version.
Stallard et al. (1992) devised the Parent Satisfaction Questionnaire, a 19 item 
questionnaire which looks at issues such as the place and time of appointment and 
the outcome of seeing the psychologist. It is designed to be completed by parents.
Chung, Pardeck and Murphy (1995) examined the factors associated with 
premature termination of psychotherapy by 6 to 18 year olds; they administered 
LIkert-type questionnaires over the telephone. However, the authors state that the 
adult caretaker was interviewed for all children under 18 years of age, which was 
98% of cases. It Is not clear how and if, the children themselves participated In this 
study. Given that we now know that adolescents are just as competent as adults In 
terms of decision making and communicating their needs, the approach taken by 
these researchers needs to be reviewed.
The same neglect is not evident when it comes to obtaining the views of 
professionals. For instance, there are a number of studies which look at 
professional consumer satisfaction. For example, in London, Kroll, Wesby, Lynch 
and Jacobs (1995) surveyed professionals' opinions about their satisfaction with 
child mental health services. Boston and Lush (1993) looked at child 
psychotherapists’ evaluation of their own work.
It seems then that service evaluation has focussed on parents and professionals, 
even if it is at the expense of gathering information from young people themselves.
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Why have child/adolescent views been neglected?
- Does mental state influence reliability of opinions?
Within the mental health services, one possible reason Is the mental state of the
client population. As such the reliability of asking adult mental health service
consumers to evaluate the service has often been questioned. “Distortion is seen
as inherent in consumer evaluation because of the client's intensity of involvement
in treatment and impaired mental status, and the client Is viewed as lacking the
requisite experience to assess treatment adequately” (Lebow, 1982, p.254).
According to Sheppard (1993): “In the view of some mental health professionals,
mental Illness can deprive an individual of the capacity to make considered and
rational judgments” (p.247). Presumably, the same arguments can be put forward
in order to justify not allowing young people to evaluate the psyohological services 
they are receiving.
However, there are a number of valid reasons for seeking the views of mental 
health consumers. Young, Nicholson and Davis (1995) feel that children have 
unique perspectives on their own experiences that could be extremely helpful to 
programme planners and service providers. This is also true of adolescents who 
may be better able to articulate their needs and opinions. As Lebow (1982) points 
out, the client has a unique view of the treatment process and an important 
conception of the quality of service. As clinicians know, the cooperation of the 
client IS crucial to the movement of the psychotherapeutic process. According to 
Young et al. (1995) children's dependence on adults means that they usually do 
not seek services for themselves and often do not perceive the behaviours that led 
to treatment as problematic. Thus they are being asked to cooperate with a 
treatment programme they may not have wanted, consented to or beiieved to be of 
any value in the first place. Hence, ensuring cooperation with the child Is even 
more Important. Furthermore, the client's view remains important because it exerts
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a profound influence on treatment, especially to the extent that It determines use
and premature termination.
A final reason for consulting with young clients, highlighted by Herjanic and Reich
(1982), is that research that depends solely on the reports of parents and teachers
takes no account of possible psychiatric or personality disturbance on the part of 
the parent or teacher informant.
- Does consulting children undermine the authority of mental health professionals?
McKelvey and Kyriacou (1985) in their review put forward some reasons as to why
teachers may not like their pupils formally evaluating them - fear of loss of authority,
an increase of pupils’ power within the teacher-pupil relationship, confidentiality
concerns. Could It be that these same fears have made psychologists reluctant to
formally ask their young clients to evaluate their work? However, research from
education suggests that professionals learn from the evaluation process and that
pupils are often pleased to have been asked. For example, Davie and Galloway
(1996), McKelvey and Kyriacou (1985), Meighan (1978), Waxman and Eash (1983)
have already been discussed in terms of the value of pupil consultation within the
education process. Unfortunately, to date not enough studies are available in the
psychological literature to reassure mental health professionals that their authority
wili not be undermined by the process. Based on the experience of educators It is 
unlikely that this will be the case.
- Will consulting children give rise to unreasonable expectations?
Davie and Galloway (1996) urge caution when involving pupils in decision making, 
that IS , avoiding the danger of encouraging false expectations on the child's part, 
while at the same time according due weight to their views. Does striking this 
difficult balance account for reluctance by psychologists to obtain formalised
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feedback? While Glaser (1996) acknowledges that giving the child a say Is not 
always synonymous with fulfilment of the child's wishes, she feels that the mental 
health professional must be aware of the child's views and be able to communicate 
this awareness to the chiid so as to enable the child to feel heard and validated. 
The onus is on the therapist to make sure that the client's expectations are realistic.
Given what we know from the literature about the benefits of asking children about 
their own experiences, arguments for not consulting children do not stand up. The 
findings of Weithorn and Campbell's (1982) study do not lend support to policies 
Which deny adolescents the right of self-determination in treatment situations on 
the basis of a presumption of incapacity to provide informed consent. The research 
tells us that the traditionally acoepted ages of 18 or even 21 as cut-off points, below 
Which individuals are presumed to be incompetent to make determinations about 
their own welfare, do not reflect the psychological capacities of most adolescents.
1.2.3 Methodological Issues In Service Evaluation
The previous sections argue two central points: a) that children/adolescents should 
be consulted, as the literature clearly indicates they are competent at making 
decisions, at reporting feelings and in their evaluation of others; b) that there are no 
valid reasons for exoiuding them from evaluations of the servioes they receive and 
in fact mental health professionals stand only to gain from such feedback.
However, what form does that consultation process take and In particular what 
instruments are used? How reliable and valid are these instruments? The 
following sections will endeavour to address these questions.
The Consultation Process
In the process of consulting ohildren/adolescents a wide range of methods have
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been used. For example, a postal survey was used in Canada by Loff, Trigg and 
Cassels (1987). This was completed by former adolescent patients and their 
parents (younger children's - below 13 years of age - views were obtained from 
parents only). Rosen, Heckman, Carro and Burchard (1994) conducted bi-monthly 
telephone surveys with children and adolescents experiencing severe emotional 
and behavioural problems In Vermont. Youths ranged in age from 11 to 19 years 
and were receiving community based, wraparound services. They were 
questioned about their satisfaction, sense of involvement and feelings of 
unconditional care. KIrlgin, Braukmann, Atwater and Wolf (1982) and Solnick, 
Braukmann, Bedlington, KIrlgin and Wolf (1981) administered questionnaires to 
youths aged 12-16 years during interviews In residential treatment programs for 
delinquents In Kansas as part of their evaluations. Table 1 summarises these 
studies in terms of methodology used and degree to which reliability and validity 
was established in the instruments used.
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Table 1 Summary of studies which have inciuded ohiid/adoiesoent
mental health services
consultation in their evaluation of
Author & Date Country Participants Measures Reliability, Validity
S o in ic k e ta l .  (1981) U S
Kiriginetal(1982) U S
Loff et al. (1985) Canada
Teaching Utiiised the
Parent coupies Youth 
and youths Consumer
aged 12-16 Evaluation
years (Phiiips et al.
1974).
Good test-retest 
reliability for the Youth 
Consumer Evaluation 
measure
Children in Likert-type Some support for 
group homes questionnaires validity of consumer
measures
Children;
adolescents
parents
Response to items 
taken from Larsen 
Questionnaire can be 
considered reliable 
and valid for aduits; 
reliability and validity 
of additional questions 
unknown at that time
R o s e n  e t al. (1994) U S 20 11-19 
year olds
Utilised 
Likert-type 
questionnaires 
- developed 
from Larsen 
Client/Patient 
Satisfaction 
Questionnaire 
(1979) plus 
information 
gathered from 
hospital staff 
and records
Utilised Likert- Overall satisfaction scale 
type yielded an alpha
questionnaires coefficient of 0.88 
in order to indicating high internal 
gauge consistency
adolescent 
satisfaction 
(part of 
overall study)
Construction and development of instruments for children 
In the field of general health care, a number of service evaluation Instruments have 
been developed. For example, RIfkIn, Wolf, Lewis and Pantell (1988) developed 
two Instruments, the Child Satisfaction Questionnaire (of which there Is a 12 Item 
version for children under 12 years and a 19 Item version for over 12's) and the 
Physician Attribute Checklist to measure aspects of 6 to 14 year old patients'
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perceptions of paediatric visits. Regarding the Child Satisfaction Questionnaire, 
initial Items came from several sources - studies of adult patients' satisfaction, 
studies of parent satlsfaotlon with paediatric medical visits, measures of children's 
attitudes, interviews with paediatricians and child psychiatrists, and structured 
interviews with children at local schools. All Items employed a 5-polnt Likert format 
The Physician Attribute Checklist was adapted from the Personal Attribute 
Inventory for Children (Parish and Taylor, 1978). The authors hoped that the 
instruments would help clarify Issues such as type of physlclan-patlent Interactions 
that facilitate physlclan-chlld rapport and communication of Information.
Starfield et al. (1993) developed an Instrument known as the CHIP (Child Health 
and Illness Profile) for assessing the health of Individuals aged 11 through 17 
years. This consists of six domains with 25 sub domains which were developed on 
the basis of: the literature; the Involvement of focus groups and expert panels; 
pretesting in four groups of teenagers known to differ In their health.
French, Christie and West (1994) developed Childhood Asthma Questionnaires,
quality of life questionnaires for use with ohildren who have asthma, of which there
are three forms for three separate age groups: 4-7 years, 7-11 years, 12-15 years.
Methods used In the oonstructlon of the questionnaire were similar to those
employed by RIfkIn et al. (1988) and Starfield et al. (1993) and Included review of
relevant literature, discussion with small groups of children. Initial pilot studies with 
small groups of ohildren.
There has also been a slow growth In the development of mental health evaluation 
instruments. Stuntzner-Glbson, Koren and DeChlllo (1995) In the US developed 
the Youth Satisfaction Questionnaire (YSQ) In order to assess children's views of 
the services that they receive. This Is a brief self-report measure for children and
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youths nine years of age and older. It is designed to assess general satisfaction as
well as satisfaction with a specific service and activity In which a child Is Involved.
Questionnaire Items were adapted from Items In adult satisfaction scales, with
simplified response alternatives. All Items were positively worded and Included
Likert ratings. To measure opinions about distinct services and activities, a second
set of Items asks children to assign grades (A through F) to the specified services 
and activities received.
Shapiro, Welker and Jacobson (1997) In the US developed and pilot-tested a
measure of satisfaction with mental health services for young clients aged between
11 and 17 years. Candidate Items for the Youth Client Satisfaction Questionnaire
(YCSQ) were generated In similar fashion to a number of the health care
satisfaction questionnaires described earlier (French et al. (1994); RifkIn et al.
(1998); Starfield et al. (1993)) I.e. by literature review, focus groups with clinicians
and individual exploratory Interviews with small groups of young clients and their 
parents.
Reliability and Validity
Issues of reliability and validity are Inherent In all of these studies. The Child 
Satisfaction Questionnaire and the Physician Attribute Checklist (RifkIn et al., 1988) 
show good and moderate Internal consistency (Cronbach’s alpha=.89 and 
Cronbach s alpha=.70, respectively). However, authors do note that additional 
reliability and validity studies and experimentation with negative Items on the 
questionnaires would strengthen the Instruments. The Child Health and Illness 
Profile (Starfield et al., 1993) would appear to have content and construct validity. 
Most domains and sub domains have acceptable reliability. Initial explorations of 
questionnaire reliability and validity for the Childhood Asthma Questionnaires 
(French et al., 1994) led to modifications; psychometric evaluations to date are
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encouraging. Reliability of the Youth Satisfaction Questionnaire (Stüntzner-GIbson 
et al., 1995) was demonstrated as satisfactory; alpha coefficients were calculated 
separately for boys and girls and for children aged 9 to 11 years, 12 to 14 years 
and 15 to 18 years and all approximated .80. Psychometric findings Indicate that 
the Youth Client Satisfaction Questionnaire (Shapiro et al., 1997) Is a reliable and 
valid measure; total score test-retest reliability and Internal consistency were highly 
satisfactory, convergent validity was Indicated by the strength of relationships with 
parent and therapist ratings.
1.2.4 Summary and Conclusions
While in recent years there has been a shift towards the Inclusion of consumer
opinions In evaluations of adult mental health services, the field of chlld/adolescent
mental health research Is lagging far behind. Traditionally It has been acceptable
to Ignore the young person's opinion and to ask the relevant adult, for example, a
parent or teacher. This was and still Is practice despite the facts that we know to be 
true:
1) Children, even young children, are competent at making decisions which 
concern themselves.
2) Teen-age children and adolescents can think abstractly, problem solve and 
hypothesise In many ways just like adults.
3) Children are better Informants about their own Internal states than their parents
. and. Indeed the research tells us that there Is often low agreement between 
children and adult perceptions.
4) Children have a right to be asked; this right Is recognised more In some cultures
than In others, even amongst signatories to the UN Convention on the Rights of the 
Child.
5) Many researchers especially In the education and health care field have found 
that It Is very useful to ask children and especially adolescents.
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While there are a number of potential difficulties In asking young people directly to 
evaluate services, there Is no evidence that these difficulties are any greater with 
this client group than with adults. The signs are that the potential gains to be made 
from eliciting an evaluation directly from the young person rather than second-hand 
from an informed adult, would outweigh any potential difficulties. There has been a 
slow growth In the Introduction and development of reliable and valid consumer 
satisfaction Instruments In recent years. Methods used In the construction of both 
general health and mental health service evaluation Instruments are largely 
overlapping. Including holding focus groups. Interviews with young people and 
relevant adults, literature search and adaptation of adult satlsfaotlon soaies. 
However, while Information on reliability and validity Is available for some 
Instruments, we have little Information on the psychometric properties of many 
other Instruments whioh have been utilised In assessing consumer satisfaction.
1.3 The Present Study
This study details the construction and validation of a consumer evaluation tool 
designed for completion by adolescents attending mental health services. This 
chapter has examined In detail the issues around Involving children In consultation 
and service evaluation. We now know that children are capable of more cognitive 
complexity than was once thought. In particular, there are many similarities 
between the way an adult and a young person over 12 years thinks.
A number of empirical studies support the value of asking pupils their opinions 
about their experience of education and schooling. A lesser number exist In the 
health care field. However, few studies of mental health satlsfaotlon Inolude 
consultations with children; the usual practice Is to ask parents and professionals.
185
Professionals may feel challenged by the prospect of asking their young clients to
evaluate them and the service they provide. Professionals may feel that their
clients will be disappointed when ollent expectations are not met. however,
evidence from the literature Is that professionals have more to gain than to lose 
from consulting their young clients.
Some reliable and valid Instruments exist In the field of general health care 
evaluation, for example Frenoh et al.'s (1994) Childhood Asthma Questionnaire, 
RifkIn et al.'s (1988) Child Satisfaction Questionnaire and Physician Attribute 
Questionnaire, Starfield et al.'s (1993) Child Health and Illness Profile. While 
authors such as Stuntzner-Glbson et al. (1995) and Shapiro et al. (1997) have 
developed the Youth Satisfaction Questionnaire and the Youth Client Satisfaction 
Questionnaire to enable young people to evaluate mental health services. In 
general there Is a dearth of reliable, valid, easily administered self-completed 
mental health service evaluation instruments.
The ultimate aim of this research Is to devise such an Instrument for use In the Irish
context. The hope Is that It may be used by therapists to gather feedback about the
wider service whIoh they have a role In providing and to gain feedback about
issues more specific to themselves, for example, ollent-theraplst relationship. It Is
intended that the questionnaire be brief enough to be completed within
approximately 10 minutes by clients, and that the questions and response format
be sufficiently clear that they can be readily comprehensible to 13 and 18 year olds
alike. The questionnaire has been named the Adolescent Satisfaction 
Questionnaire (ASQ).
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Chapter Two 
Methodology
This Chapter describes two stages, Instrument development and Instrument
validation. Participants Involved, Instruments used and procedure followed Is 
described for each stage.
2.1 Instrument development
2.1.1 Participants
Twelve adolesoents, four males and eight females were Initially asked to
participate In the first stage of the study by therapists at three separate centres -
one In County Limerick and two In Dublin City. Eaoh of these adolescents were
either in receipt of psyohotherapeutic Intervention at that time or had recently been
discharged. Initial presenting problems Included depression, behavioural
problems, school problems Including expulsion, difficulties at home Including
parents' marital difficulties. Four adolescents were also In care. Ages ranged from 
14 to 18 years.
2.1.2 Instruments
Four young people attending a service specifically for adolescents In Dublin 
participated In a group discussion. A dictaphone was used to record the 
discussions and a flip chart was used to highlight Important Issues and to generate 
further discussion. Four adolescents attending a similar service In Dublin and a 
further four attending services In County Limerick were Interviewed on an 
individual basis. The senior psychologists at both these centres had requested the 
individual format In order to preserve ollent oonfldentlality. A dictaphone was used
(with the permission of participants) to record the discussions.
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2.1.3 Procedure
A focus group lasting approximately 90 minutes was held with one group of four 
adolescents at a centre In Dublin (where they had attended/were attending). 
Introductions were made and the purpose of the research outlined. Participants 
were assured of confidentiality. The researcher had devised a list of Ideas to guide 
Initial discussion, centring around process Issues such as relationship with 
therapist and struotural characterlstlos such as amount of travelling required to 
service and the building (see Appendix B). These Ideas were used to guide Initial 
discussion. Individual Interviews lasting approximately 20 minutes each were held 
with four adolescents at another centre In Dublin (where they had attended/were 
attending). Two Individual Interviews were held at the oentre (where the 
adolescents had attended/were attending) In County Limerick, and similarly lasted 
approximately 20 minutes each. Finally two sisters were Interviewed together at 
their foster home In Limerick (this was also where therapy was conducted). This 
session lasted approximately 40 minutes. The same format In terms of 
introductions, explanations and assurances of confidentiality, was followed at the 
beginning of each of these interviews.
2.1.4 Analysis of Interviews
Tape recordings were transorlbed as accurately as possible' (see Appendix B). 
Responses for each of the 12 adolescents who were Interviewed at three separate 
centres were grouped together Into a number of categories. It was then possible 
for the researcher to gauge easily the amount of Interest In a particular Item 
category (see Appendix B). A list of Items for the questionnaire was generated on 
the basis of the adolescents’ Interest In and response to the questions Initially 
suggested for discussion by the researcher and on the basis of the Issues which
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the adolescents themselves raised. Similarly, other Issues of possible Importance 
which the researcher had proposed were excluded on the basis of lack of Interest 
or disagreement by the adolescents. Of note, the young people themselves 
described their experience as “counselling”. Hence a decision was taken by the 
researcher to use this word In the questionnaire subsequently developed, as 
opposed to terms such as “psychology” or “therapy”.
Based on the responses from these 12 adolescents, a questionnaire was
developed and named the Adolescent Satisfaction Questionnaire (ASQ), (see 
Appendix C).
2.2 Instrument Validation
2.2.1 Participants
Senior psychologists at 19 centres around Ireland were contacted Initially and 
asked to participate (see Introductory letter. Appendix A). Seventeen agreed (see 
Table 2 for breakdown by area). The final number of centres which returned 
questionnaires was 12. Eighty-four adolescents, 26 males, 58 females, ranging In 
age from 13 to 18 years, with a mean age of 15.6 years, completed questionnaires. 
Forty-six percent of clients were judged by their therapists to come from families 
which could be categorised as clerical/skilled manual. In terms of soclo-economio 
status. ThIrty-sIx percent were assigned to the unskilled oategory and 17% to the 
professional/managerial category. (There was no Information on one case - 1%). 
Eighty-seven percent of the adolescents were still attending school, 13% were not.
Seventy percent had never previously attended any psyohology servloe, 30% had.
Of these 30%, 11% had attended the same servloe, 18% had attended another and 
1% had attended both.
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Clients were receiving/had received a range of psychotherapeutic modalities: 
c o g n i t i v e - b e h a v io u r a l  th e ra p y  or e lements  of e i ther ,  
psychoanalytlc/psychodynamic therapy, humanlstlc/person centred therapy, non- 
dlrectlve/supportlve counselling, systemlc/famlly therapy, a mixture of two 
modalities, a mixture of three or more modalities (eclectic). Forty percent received 
a mixture of two modalities, with the next highest percentage of people (24%) 
receiving some form of cognitive-behavioural therapy (see Appendix D, Table D-1).
Forty-four percent of the sample were judged by their therapists to have presented
with three or more categories of problems, for example. Internalizing, externalizing
and school-related problems. Fourteen percent were judged to have presented
with a mix of an Internalizing problem such as anxiety and one other primary type
of problem, for example bereavement. Twelve percent were judged to have
presented with a mix of an externalizing problem such as expulsion from school
and one other primary type of problem. See Appendix D, Table D-2, for full break 
down of presenting problems.
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Table 2 Breakdown of number of questionnaires returned by area
Area 
Dublin
Limerick Community Care 
Clare Community Care 
Waterford Community Care 
Cariow/Kilkenny Community Care 
Tipperary Community Care 
Wexford Community Care 
Donegal Community Care 
Drogheda Community Care 
Longford/Westmeath Community Care
Number of questionnaires returned
31
07
03 
10
08 
10
04 
03 
02 
06
N 84
2.2.2 Instruments
Adolescent Satisfaction Questionnaire (ASQ)
The first draft of the ASQ is comprised of 17 quantitative-type and 2 qualitative type 
questions (see Appendix 0). Responses were gauged on four-point Likert scales 
with very happy and “very unhappy” at the opposite end points. This terminology 
was arrived at In consideration of the varying levels of language sophistication that 
exist in a five year age range (13 to 18 years). Furthermore, since the adolescents 
who participated In the Instrument development stage described above, referred to 
their therapists as “counsellor" and to the experience as “counselling”. It was 
considered appropriate to use these terms In the questionnaire Items. The last two 
questions were left open-ended. It was Intended to establish reliability by running
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Cronbach’s alpha to demonstrate internal consistency. It was Intended to test for
construct validity by examining the relationship between Q.16 on the ASQ “Are you
happy that being In counselling has helped you cope with your problems?” and
Q.14 on the therapist evaluation Inventory “Overall, how well do you think your 
Client is responding/responded to therapy?”
Therapist Evaluation Inventory (TEI)
The original Therapist Evaluation Inventory (TEI) was constructed by Kazdin,
Esveldt-Dawson, French and Unis (1987) for the purpose of assessing the
processes and outcomes of Individual psychotherapy for psychlatrlcally disturbed
children. This study’s therapist evaluation Inventory (TEI), (see Appendix C)
comprised 13 of Kazdin et al.’s 15 Items and changed the wording of only one
question. Instead of a 5-polnt Likert-type response format, a 6-polnt response
format was employed. One additional overall question was Included by the 
researcher.
Client Background Details (CBD)
The Client Background Details form (CBD) comprised seven questions (see
Appendix C). It yielded demographic Information about the adolescents, for
example, age and sex and Information pertaining to diagnosis. It was completed 
by therapists.
2.2.3 Procedure
Ten bundles of the three documents described above, along with letters of
instructions (see Appendix A), were posted to each of the 17 Senior psyohologlsts
who had agreed to participate' . In all 184 questionnaires were distributed which 
means that the return response rate was 46%.
in some cases centres agreed to take more than 10 bundles for distribution
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Senior psychologists were requested to:
1 distribute the questionnaire to any current or recently discharged client
fitting the criterion (age between 13 and 18 years; having attended for at least three
sessions of psychotherapeutic type Intervention) along with typed Instructions and 
blank envelope (Included))
2 ask each client to complete the questionnaire In the waiting room preferably, 
to place It In the envelope provided, seal It and return It to them when finished, 
individual therapists obtained parental consent
3 at the same time (If possible) complete the TEI and CBD forms for that client.
Therapists were asked to ensure that they staple together these three documents
for each client and to return them by post. Furthermore, they were requested to
circulate some of the ten bundles (or additional copies) to colleague psychologists 
for distribution to their clients.
It was estimated that clients would complete their questionnaire In ten minutes or
less. The TEI and the CBD forms were estimated to be completed In approximately 
the same amount of time by the therapists.
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Chapter Three 
Results
Statistics
All statistics were conducted on a Macintosh Performa 5300, using SPSS version 
6 . 1.
This chapter presents In turn the results of descriptive and statistical analyses such 
as reliability and validity, pertaining to each of the three Instruments, the ASQ, the 
CBD and the TEI. A more general discussion about how these properties have 
been established by authors of other satisfaction questionnaires takes place In 
Chapter Four (section 4.1.2)
3.1 Adolescent Satisfaction Questionnaire
3.1.1 Client Satisfaction Responses
Examination of overall satisfaction scoring on each questionnaire Item, Indicates 
that people chose the “happy” category most often, see Table 3.
Mean scores, standard deviations and modal scores for ASQ Items are presented 
in Table D-3 (see Appendix D).
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Table 3 Breakdown of overall satisfaction scoring on each variable
Questionnaire
item
Very happy 
=4
Happy
=3
Not happy 
=2
Very unhappy Total 
=1
Q.1 Frequency 21 55 7 1 84
of sessions
0.2 Time on 16 42 17 8 83waiting list
0.3 Decision to 13 53 13 4 83attend
0.4 Information 5 40 35 2 82
before coming
0.5 Amount of 21 46 16 1 84
travelling
0 .6  Made to feel 46 36 1 1 84
welcome
0.7 T reatment by 32 48 3 1 84
other staff
0.8 Waiting area 11 53 17 2 83
facilities
0.9 Session ^ 24 55 4 1 84
length
0.10 Appointment 27 42 12 3 84
times
0.11 Who decides 19 57 8 0 84
topic
0.12 Information at 29 50 4 1 84
start of session '
0.13 Relationship 37 44 1 0 82
with counsellor
0.14 Counsellor 49 29 4 0 82
understanding
0.15 Family 5 38 19 1 63a
meetings
O il6 Helped cope 34 37 10 1 82
0.17 Feel about the 27 48 7 0 82
experience
Note
a A num ber of clients did not experience fam ily m eetings; hence the  lower
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response rate on this variable.
3.1.2 Reliability
Cronbach’s (1951) alpha was computed for the ASQ, see Table 4. A coefficient of 
0.75 for the ASQ indicates good internal consistency.
Table 4 R e lia b ility  a n a ly s is  o f th e  A S Q
Questionnaire Alpha Coefficient N  item s N  cases
A S Q 0.75 17 76
3.1.3 Va lid ity
Validity was assessed by first, examining the correlation between Q.14 on the TEI 
(“Overall, how well do you think your ollent is responding / responded to therapy?”) 
and 0.16 on the ASQ (“Are you happy that being in counselling has helped you 
cope with your problems?”) and seoondly by examining the relationship between 
0.16 on the ASQ and a number of items on the Client Background Details (CBD) 
form - sex, age. current attendance at school, previous attendance at a psychology 
service, presenting problem type and socio-economic status (see section 3.2.1).
The correlation between therapist evaluation of client response to therapy (0 .14)
and client assessment of how well therapy had helped them cope (0.16) was
Spearman rho = 0.499, (p<.01). Thirdly, faotor analysis was performed as 
described in the following section.
3.1.4 Factor Analysis
The objective of the present study was to develop an instrument to evaluate the
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therapeutic process and to come to a better understanding of the factors underlying
clients’ evaluations. According to Hair, Anderson, Tatham and Black (1992) factor
analysis can be used to identify a set of dimensions that are not easily observed In
a large set of variables. Since the objective of the present study was data
reduction and summarisation, factor analysis was considered the appropriate 
technique to use.
According to Hair et al. (1992) there should normally be four or five times as many
observations as there are variables to be analysed. The first draft of the ASQ
consists of 17 quantitative questions. Hence the final sample size of 84 achieved 
in this study is adequate.
A common factor analysis (maximum likelihood) was performed with varimax 
rotation in order to identify the major factors of adolescent satisfaction. Maximum 
likelihood factoring was the extraction model chosen because first, the researcher's 
primary objective was to identify the constructs represented in the originai variables 
and secondly the researcher had no prior knowledge about the amount of variance 
in the variables. When this is the case. Hair et al. (1992) advise the use of a 
common factor model. An orthogonal method of extraction whereby the factors are 
extracted in such a way that the factor axes are maintained at 90 degrees, meaning 
that each factor is Independent of all other factors, was chosen because it is a 
widely used method. Also, the varimax solution according to Hair et al. (1992) 
seems to give a clearer separation of the factors.
The optimal number of factors was judged to be three. This was determined on the 
basis of:
the scree plot (see Appendix D)
percentage of variance - the first factor accounts for 26.7% of the variance, 
the second for 9.7% and the third 8.1%, a cumulative percentage of 44.5%.
197
Thereafter the next three factors add a total of approximately 20%, so it was 
decided to exclude them.
the eigen values, which are 4.53 for the first factor, 1.65 for the second factor, 
1.38 for the third factor.
Table 5 presents these factors along with the questionnaire items and their 
loadings.
Table 5 ASQ factor loadings for three factor solution (17 items)
Q. Questionnaire item Factor 1 Factor 2 Factor 3
10 Appointment times 0.89
17 Feel about the experience 0.68
5 Amount of travelling 0.6
9 Session length 0.43
1 Frequency of sessions 0:4
3 Decision to attend 0.28
13 Relationship with counsellor 0.73
6 Made to feel welcome 0.57
12 Information at start of session 0.48
7 Treatment by other staff 0.46
11 Who decides topic 0.43
8 Waiting area facilities 0.37
15 Family meetings 0.16
4 Information before coming 0.15
16 Helped cope 0.5
14 Counsellor understanding 0.42
2 Time on waiting list -0.22
Before labelling the factors, a minimum acceptable level of significance for factor
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loadings was selected. This minimum acceptable level was set at 0.4. According
to Hair et al. (1992) variables with higher loadings should Influence to a greater
extent the name or label selected to represent a factor. Only those Items which
loaded +/-0.4 or more on factors 1,2 or 3 were retained. Hair et al. (1992) consider
factor loadings greater than +/-0.3 to be significant. The factors were then labelled, 
see Table 6.
Table 6 Factor loadings above 0.4 on each of the three factors (12 items)
Q. Questionnaire item Practical
issues
Characteristics 
of relationships 
with clinic staff
Feeling 
positive about 
the experience
10 Appointment times 0.89
17 Feel about the experience 0.68a
5 Amount of travelling 0.6
9 Session length 0.43
1 Frequency of sessions 0.4
13 Relationship with counsellor 0.73
6 Made to feel welcome 0.57
12 Information at start of session 0.48
7 Treatment by other staff 0.46
11 Who decides topic 0.43
16 Helped cope
14 Counsellor understanding
0.5
0.42
Note
a It was decided to exclude 0.17 from the “practical issues' factor as it did not fi 
items.
fit well with the other
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3.1.5 Reliability Coefficients
Cronbach's (1951) alpha reliability coefficients were computed for the 11-Item
questionnaire and individually for the three separate factors identified In Table 7
Coefficients range from 0.75 to 0.57 for the three factors. While a coefficient 0.57 Is
low for factor three this Is most likely due In part to the Inclusion of only two Items in 
this factor.
Table 7 Reliability coefficients
Factor Alpha Coefficient N items N cases
3 factor 
solution 
Factor 1 
Factor 2 
Factor 3
0.80
0.65
0.75
0.57
11
4
5 
2
82
84
82
82
3.1.6 Qualitative Data Anaiysis
The finai questions on the ASQ - Q.18 “Is there anything else you would like to tell
us about your experience of counselling?” and Q.19 “Have you any suggestions for
ways in which your experience of counselling could be Improved? Please
describe briefly." - were open-ended and therefore not Included in the factor 
analysis.
Each question was examined separately. Fifty-three young people responded to 
Q.18, which represents a response rate of 63%; there were 45 responses to Q.T9 
representing a response rate of 54%. All responses for Q.18 and Q.19 were first, 
listed and secondly divided Into meaningful categories which were given clear
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labels (see Appendix B).
Analyses of responses indicate that for Q.18, some responses are consistent with
questionnaire items, but a number of new issues are also generated. With regard
to Q.19 most responses are consistent with items on the questionnaire and there 
are some new issues generated.
Figure 1 depicts a tree diagram for conceptualising responses to Q.18 which
provides additional information to that obtained from Qs 1 -17. Client responses
feil into three main categories. First, how their experience of counselling
contributed to their personal development, for example by helping them to
understand their problems. Secondly, characteristics of the counsellor which they
considered important, for example, being objective, being accessible. Thirdly,
respondents indicated other positive outcomes about their experience of
counseliing, for example, the fact that It made them feel that it was normal to have
problems. These three Issues while Insightful and interesting, were not included as
separate items in the ASQ. Whiie the area of personal development Is an
important one, the aim of the questionnaire is ultimately to evaluate the whole
service and not just the effect of counselling on the client. With regard to the issue
of counsellor characteristics, the ASQ inciudes an item pertaining to the
relationship with counsellor (Q.13). While characteristics of the counsellor
obviously do affect the relationship between the client and counsellor, the
relationship itself was judged to be the most appropriate questionnaire Item.
Information obtained in relation to other positive outcomes. Is useful to any service.
Adding separate items in this regard to the questionnaire may however lengthen it,
such that the ultimate aim of producing a short, easy to administer questionnaire, 
would be infringed upon.
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Figure 1 A tree diagram for conceptualising the responses to Q.18
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Figure 2 depicts a tree diagram for conceptualising the responses to Q.19 which do 
not overlap with Qs 1 - 17. Responses were divided into two broad categories, 
pertaining to counselling and service delivery. In relation to the counselling 
category most of the suggestions for improvement are issues which are addressed 
in individual questionnaire items. For example, one suggestion concerned session 
duration; this is covered in Q.9. In terms of the service delivery category, some 
useful suggestions were made, for example, that the location of the service be 
more anonymous. Useful suggestions such as this are good arguments for 
keeping Q.19 in any future revision of the ASQ. Moreover, individual services 
might find it helpful to keep track of individual responses to this item. For example, 
if a service notices that anonymity is an issue for many clients (as indicated by 
responses to Q.19) then it may be appropriate to include an item which specifically 
addresses this issue.
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Figure 2 A tree diagram for conceptualising the responses to Q.19
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3.2 Client Background Details
3.2.1 Client Factors Associated with Service Satisfaction
When determining the validity of a service evaluation instrument it is important to 
understand the relationship between client satisfaction and client variables that are 
independent of service quality. Hence, a measure of satisfaction should tap into 
service characteristics and not personal attributes of the client. In this study, the 
relationship between personal characteristics of clients and client assessments of 
how well they felt that therapy had helped them cope was examined.
The variable, age, was not related to client responses to Q.16, Spearman rho 
=0.18. Chi Squares were computed in order to examine the relationship between 
other client characteristics and client assessments of how well therapy had helped 
them cope. Client satisfaction response categories were collapsed from four into 
three categories, “not happy”, “happy” and “very happy” in order to increase the 
number of expected values in each cell. According to Hinkel, Wiersma and Jurs 
(1998) when more than 20% of the cells have expected frequencies less than five, 
or when one of the cells has no frequencies, the researcher is advised to combine 
adjacent rows or columns if this will not result in a distortion of the data. Hinkel et 
al. (1998) do not recommend the use of Yates' correction for continuity because of a 
possible loss of power. Females and males were found to differ in their
assessment, (2, n=82) = 9.63, p<.05, with more females than males reporting
being happy with how well counselling had helped them cope with their problems. 
Clients in different social classes did not differ in their assessments of how well
therapy had helped them cope, ^2 (4, N=81) = 3.25, p>.05. Current attendance at
school did not make any difference to client assessments of how well therapy had
helped them cope, (2, N=82) = 2.0, p>.05. Previous attendance at a psychology
service did not make any difference to client assessments of how well therapy had
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helped them cope, (6, n=82) = 4.9, p>.05. Type of presenting problem did not 
make any difference to client assessments of how well therapy had helped them 
cope, (6, N=82) = 5.86, p>.05.
3.3 Therapist Evaluation inventory
3.3.1 Therapist Satisfaction Responses
Mean scores, standard deviations and modal scores for TEI items are presented in 
Table D-4 (see Appendix D).
3.3.2 Reliability
Cronbach’s (1951) alpha was also computed for TEI. Internal reliability was 
demonstrated for the TEI with a coefficient of 0.94 indicating excellent internal 
consistency.
Table 8 Reliability analysis of TEI
Questionnaire Alpha coefficient N items N cases
TEI 0.94 14 77
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Chapter Four 
Discussion
This chapter discusses the main findings as outlined in Chapter Three and relates 
them to those of a number of other studies outlined in the first chapter. Limitations 
are discussed and ideas for future research are proposed. Finally, the implications 
of this study for clinical practice are highlighted.
4.1 Main Findings
4.1.1 Reliability
Statistical analysis of the ASQ indicates that it is a reliable instrument, 
demonstrating good total scale internal consistency, Cronbach’s alpha = 0.75 for 
the initial 17-item version^ and Cronbach’s alpha = 0.80 for the subsequent 11- 
item version. Subsequent computations of Cronbach’s alpha for the three separate 
factors identified during factor analysis yields reliabilities ranging from 0.75 to 0.57. 
Furthermore, while a reliability computation of 0.57 for the third factor may seem 
low, this may be accounted for by the fact that this factor “feeling positive about the 
experience” has just two items (Q.14 and Q.16). A future version of this 
questionnaire may attempt to incorporate additional items which tap into this area; 
this may strengthen the reliability of this factor.
4.1.2 Validity
A number of methods were employed in order to demonstrate instrument validity.
1 Content validity:
items for the original questionnaire were elicited from a group of young people, as 
asking the client population themselves about their experiences is probably the
 ^While the initial questionnaire comprised 19 items, two items were qualitative. Hence the 
questionnaire is referred to as 17-item in relation to statistical analyses.
-207
best way of establishing content validity. Furthermore, a comprehensive review of 
the literature ensured that questionnaire items were derived from a real and 
thorough analysis of the salient issues.
2 Construct validity:
the modest positive correlation between Q.14 on the TEI (“Overall, how well do you 
think your client is responding / responded to therapy?”) and Q.16 on the ASQ 
(“Are you happy that being in counselling has helped you cope with your 
problems?”), Spearman rho =0.499, (p<.01), provides some evidence of construct 
validity. As Carmines and Zeller (1983) explain, when two measures are 
correlated and this correlation is positive and substantial, then one piece of 
evidence has been adduced to support construct validity.
3 Independence from background variables:
the results of Chi square analyses indicate that client background details such as 
socioeconomic status and previous attendance at a psychology service are not 
related to client outcome as determined by client responses to Q.16 on the ASQ. 
However, there was one exception in these findings - gender - with more girls than 
boys reporting a positive outcome in terms of therapeutic progress. While findings 
in the literature are inconsistent about the effect of gender on outcome, Bernzweig, 
Takayama, Phibbs, Lewis and Pantell (1997) found that children in their study of 
gender differences in physician-patient communication were more satisfied with 
physicians of the same gender. Shapiro (1997) found that boys were more 
satisfied than girls with their relationship with therapist and with perceived benefits 
of therapy. Overall, this study's findings are in keeping with Lebow's (1982) review 
- of the consumer satisfaction with mental health treatment literature - which 
suggests that demographic characteristics are not good predictors of satisfaction 
while psychological, diagnostic and prognostic client variables are better 
predictors.
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4 Factor analysis:
interpretation of the common factor analysis (maximum likelihood method) yields a 
three factor solution. Factor one was labelled “practical issues” and incorporates 
items such as length of sessions. Factor two was labelled “characteristics of 
relationships with clinic staff” and incorporates items such as being made to feel 
welcome. Factor three was labelled “feeling positive about the experience” and 
incorporates items such as clients feeling understood by their counsellor. These 
three factors have many similarities with factors that have emerged from other 
mental health satisfaction studies with both children and adults.
For example, Larsen et al. (1979) identified nine categories of possible 
determinants of satisfaction. These categories such as physical surroundings, 
support staff, outcome of service and general satisfaction correspond well to each 
of factors one, two and three identified in the present study.
Factor one “practical issues” also corresponds well to Stallard’s (1996) factor two 
“appointments” and to factor three “timing of contact”.
Factor two “characteristics of relationships with clinic staff” corresponds well with 
Shapiro et al.’s (1997) “relationship with therapist” factor.
The present study’s factor three “feeling positive about the experience” 
corresponds well to Stallard’s (1996) factor one “outcome of contact” and to 
Shapiro et al.’s (1997) “benefits of therapy” factor. Stuntzner-Gibson et al. (1995) 
found that items measuring the extent to which youths liked the help they were 
getting, got the help they wanted and felt that services helped in their lives, were 
the most reliable indicators of satisfaction. These items correspond well to the 
present study’s factor three.
209
A total of 12 of the 17 original items loaded at or above +/-0.4 and were initially 
retained. One of these items “overall, how do you feel about your experience of 
counselling?” was subsequently dropped because it did not fit with the other items 
included in the factor “practical issues”. This left 11 items. Hence the final version 
of the ASQ contains 11 quantitative and the original two qualitative items “Is there 
anything else you would like to tell us about your experience of counselling?” and 
“Have you any suggestions for ways in which your experience of counselling could 
be improved?”.
4.2 Implications of findings
The present study has demonstrated:
that it is possible to develop and validate a consumer satisfaction
questionnaire with good internal consistency and validity for completion by
adolescents attending mental health services
that such an instrument can be completed quickly and easily
that the administration of such an instrument can be readily incorporated into
clinical routine. In Chapter One the reasons why young people should be
consulted about the services they receive were outlined in detail. The onus
is on the service and indeed the clinician to keep these reasons in mind as
part of his/her practice.
4.3 Limitations
4.3.1 Sample Size
One hundred and eighty-four questionnaires were distributed to 17 centres around 
Ireland. Of that, a relatively small number, 84 were returned, representing a
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response rate of 46%. This was despite the fact that 19 centres were contacted 
initially and asked to participate and that 17 of those agreed readily to participate. 
However, timing was an important factor, possibly not given enough consideration 
at the outset. It seems that while many centres had wanted to participate (and 
hence had agreed to), they did not have enough clients in therapy at the time of 
data collection (end of January to end of March 1997) who met the sample criteria, 
for example, age 13 to 18 years and receiving primarily individually based 
psychotherapy. Agreement by researchers on the issue of adequate sample size 
for factor analysis is not unanimous. Tabachnick and Fidell (1996), recommend, as 
a general rule of thumb, 300 cases for factor analysis (less for solutions that have 
several high loading marker variables). Alternatively, Hair et al.’s (1992) criterion 
for factor analysis is four or five times as many observations as variables. Since, 
the first draft of the ASQ contains 17 quantitative variables, the present study’s 
sample size meets Hair et al.’s requirement.
4.3.2 Validity
Content and construct validity were established as detailed in section 4.1.2. 
However, there may be alternative and additional methods of establishing validity. 
First, it may be useful to examine the relationship between the point at which clients 
drop out of therapy and their satisfaction with it. It may be that the clients who 
completed questionnaires were a biased sample in that because they were still in 
therapy they were more likely to give positive feedback. In other words, were 
satisfied clients more likely to continue with therapy? Secondly, because of the 
time constraints of the present study, it was not possible to get information about 
refusal rate. Hence, there is no information about the numbers and characteristics 
of clients who refused to complete questionnaires.
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4.3.3 Reliability
Time constraints also meant that, test-retest reliability was not established.
4.3.4 Other Areas
It may have been useful to examine the relationship between client sex and 
therapist sex and its influence on satisfaction, particularly given the majority of 
therapists in Ireland are female. Also, it may have been useful to examine the 
experiences of clients who were receiving different types of treatment modalities.
4.4 Future research
4.4.1 Suggestions from Clients
Analysis of responses to the qualitative questions, Q.18 “Is there anything else you 
would like to tell us about your experience of counselling?” and Q.19 “Have you 
any suggestions for ways in which your experience of counselling could be 
improved?” indicates potential for possible future development of the ASQ. With 
regard to Q.18 the adolescents had a number of additional comments to make. 
These comments were around; first, the effect they felt counselling had had on their 
personal development and understanding of themselves and their strengths and 
weaknesses; secondly, the characteristics that they felt summed up a good 
counsellor; thirdly, other positive outcomes of counselling which had not been 
addressed in the main part of the questionnaire. Some of these items could be 
considered for inclusion in a future revision of the ASQ.
With regard to Q.19, while many of the responses corresponded with questionnaire 
items, some new issues were generated. Adolescents made suggestions around: 
first, the structure, content and focus of counselling sessions; secondly, the 
relationship with the counsellor; thirdly the appropriateness of the location of the
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service within the community. Similar to Q.18 some of these suggestions could be 
incorporated into a future revision of the ASQ.
4.4.2 Validity
Further work on validity is recommended. While this study has demonstrated a 
good degree of content and construct validity, there are additional steps which 
could improve on this (as discussed in section 4.3.2).
4.4.3 Reliability
Test-retest reliability in order to assess consistency of responses, for example from 
session three to session five, should be incorporated in future methodological 
design.
4.5 Implications for Clinical Practice
A consumer satisfaction questionnaire was developed - which is both 
reliable and valid - for use with a clinical population.
The questionnaire is quick and easy to complete with readily accessible 
language and a multiple-choice format.
This questionnaire can fill a gap which more and more clinicians are 
becoming conscious of as they strive, in this age of quality assurance, 
towards providing a more child-friendly service.
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Appendix A
Introductory letter
Headed paper
Name of person August 1 1997
Address of person
Dear
We are a research team at the Department of Psychology, University College 
Dublin. Our names are Julie O'Flaherty, Eilis Hennessy and Alan Carr.
In this age of quality assurance and sensitivity to clients’ needs, we would all like to 
know how child-friendly are services are. Unfortunately, no reliable instrument to 
assess this has as yet been developed. Our aim is to develop such a reliable and 
valid psychometric tool in the form of a questionnaire for use in a variety of child 
and adolescent psychology services. This will allow the client group, i.e. children 
and adolescents to evaluate the service they are receiving. This tool will therefore 
be completed by children and adolescents.
In an initial search of the literature, we have found that children/adolescents are not 
generally consulted in any systematic way for their feedback about the services 
they receive - legal services, medical services, but particularly psychological 
services. In contrast to this there is a well established literature on what children 
and adolescents think of educational services. This suggests that this client group 
are competent to make such evaluations.
Our studv
We are most interested in a client group of 13 to 18 year olds, attending psychology 
services in child guidance centres, child and family centres, departments of child 
and family psychiatry, specific counselling services for adolescents.
Step 1
The first step would be to interview three groups of six children to obtain first hand 
accounts of their perceptions of psychology services. Ideally two of these groups 
will be attending services in Dublin and the third a service outside Dublin.
Step 2
Using this information it will be possible to frame an evaluation tool (questionnaire). 
The questionnaire will be short, straightforward, for example using rating scales 
from 1 - 5, and multiple choice answers. It will consist of no more than 20 separate 
items.
Step 3
We will need between 100 and 120 children who are involved in individual therapy
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to take part in this stage. In order that the questionnaire will be useful in a number 
of settings, the children should come from a mix of urban and rural settings. This 
mix of settings is not to compare settings, then, rather to achieve a rich sample mix.
Ultimately the questionnaire should be completed in ten minutes by clients. 
Completion could take place in the waiting area before the client’s appointment or 
directly afterwards. This would probably be best midway through therapy, perhaps 
the sixth or eight session, when children/adolescents are more comfortable with 
and confident about attending the service. The therapist’s cooperation would be 
crucial in administering and collecting the questionnaires, as given the large 
number of children and the intended spread of services, it would not be feasible for 
the researchers, to do this. We will be asking a number of therapists in a range of 
services for their participation. Parental permission will also have to be negotiated 
with the help of the therapist. Both clients and the psychology services involved 
are assured of absolute confidentiality.
Data collection (steps 1 , 2 , 3  above) should take place between November and 
March/April 1998.
We would be most interested in your feedback, and most importantly in whether 
you are in a position to participate in the study. I think that you will appreciate the 
potential benefits of the study, to your service, to services in general but most 
importantly to the children/adolescents attending. Of course, copies of the final 
instrument and summary report will be sent to you.
We will phone you in the next couple of weeks in order to give you more details 
and/or clarify any issues for you.
Thank-you for your time.
Looking forward to hearing from you.
Yours sincerely
Julie O Flaherty, M.A., Dip. Stat. Dr. Eilis Hennessy Dr. Alan Carr
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Appendix B
Initial ideas to guide discussion
1 This research
I want to find out what lots of young people think about attending Psychology 
services.
2 Confidentiality
This conversation will not be related to your therapist. She/he has nothing to do 
with what I am doing. I will not be using your name, just the fact that you are a 
girl/boy aged whatever. I am recording our conversation, to save me writing and to 
help me concentrate on what you are saying. Please be as honest as possible.
3 Process issues
expectations
How did you come to be in therapy?
What was your knowledge about therapy when you first knew you were coming? 
What was your knowledge about Psychology in general before you came here? 
Who referred you for therapy? Was it your parents?
What did your parents tell you about therapy?
What did they tell you before the first session?
What would you have liked to have known beforehand?
Is coming to therapy as you would have expected?
How is it the same/different?
therapy sessions
What is the actual therapy session like?
What kinds of things do you do?
Is there anything you would like to do more of?
What could make it better?
What do you generally think about when you are in the waiting room before your 
session?
the therapist
What do you like/not like about your therapist?
What is your relationship with him/her like?
Who decides what you do in sessions - you/the therapist/both of you?
Did you and your therapist make a contract or agreement about seeing each other 
at the beginning?
What is the therapist’s job?
What do you hope the therapist can do for you?
Do you have a role to play in therapy?
What is it?
friends and famiiy
Do your siblings know that you come here?
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What do they think?
Does coming to therapy influence your relationships with your family?
Do your friends know that you come here?
What do they think?
Where do you tell people you are going if you do not tell them you are going to 
therapy?
therapy
Has coming to therapy helped you?
If so, what was it that helped?
What exactly did it help?
What did not help, or was not useful?
Does coming to therapy make a difference to your life?
How does it make a difference?
Is it helping you cope with problems? If so, in what way?
How does the idea of coming to therapy make you feel? e.g. embarrassed, 
relieved, hassled etc?
future
Would you come back again in the future if you needed help?
Would you recommend therapy to a friend?
4 Structural characteristics of the setting
building
What do you think of the building?
e.g. Is it warm and welcoming/ cold and unwelcoming?
What is the waiting area like?
staff and others
What is the receptionist(s), other staff like towards you (while you are waiting)? 
Do you talk to others - e.g. children - while you are waiting?
travel
Do you come alone or does somebody accompany you? If so, who?
Do you have far to travel?
How do you get here?
frequency
How often do you attend? Is it enough or too much or just right?
Do you have to miss school? If so, what have you told the school?
waiting list
How long were you on the waiting list?
226
Excerpts from tape transcripts and questionnaire items 
generated
Excerpts which best illustrate the young people’s views on a variety of issues are 
presented here. Questionnaire items were subsequently generated on the basis of 
the strength of views on these issues.
Q.4 Were you happy with the amount of information you had about 
the Psychology service before you first came?
Q Did ye know anything about the service? What did you know when you first 
came here? What was your knowledge about Psychology or therapy? What would 
you say John®, what did you think a psychologist did?
A John
I went to a child psychologist when my parents got separated (custody), that was 
totally different to this. Didn’t like that at all. Bit dubious coming here, but said I’d 
give it a shot.
Q So based on your past experience you had kind of an idea of what a 
psychologist did. How would you describe that?
A John
She more or less interrogated you, me and my sister, that was the way I saw it, I 
didn’t like that at all.
Q So that’s what you were expecting when you came here, to be interrogated? 
What about yourself Ellie?
A Ellie
I’d never been to a counsellor before, well I had with my mum and dad. I didn’t 
know what to expect to come on your own. Like, I’d been to one with my ma and da 
before but I didn’t know what to expect like when I came here. So, when I came 
here I have to say It didn’t bother me, I wasn’t worried about it or anything like that.
Q So you had been somewhere else before?
A With my mam and dad like, family counselling, I think it was actually my mam 
rang them and they put me in touch with here.
Q Had anyone never been to anything before?
A Fidelma
I had never been to anyone.
Q Ok, so what did you think? So what did you expect coming down here? 
What did you think a psychologist did?
A I thought they were going to be all funny looking with glasses, like you see
on tv.
Q Did you think they’d have big couches?
A Yes.
Q So were you nervous?
Q Very.
Q.11 How do/did you feel about who decides/decided each session’s 
topic?
Q Who kind of decided for you these are the problems and I’m going to talk
All names have been changed in order to preserve client confidentiality.
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about these? Was it you or (therapist’s name) or was it a mutual kind of thing?
A Esther
(therapist’s name) tried to get me to say exactly what was wrong with me rather 
than her saying it. She knew why I was there and what was going on, but she 
wanted me to actually say it out loud. So if I did that. She’d put very broad 
questions to me.
Q For each session Fidelma, would you have decided with (therapist's name) 
what you were going to talk about or, would it be a joint thing, that you decide like 
today we’re going to talk about such and such?
A Most likely (therapist's name) would ask a question and it would just go from 
there.
Q Did you ever come into the session with ideas about what you wanted to talk 
about or?
A Fidelma
No.
Ellie - there were times were I wouldn’t know what we were going to talk about. . . .  
(can’t hear rest of sentence).
Q So there was uncertainty - was there? - each day as to what was actually 
going to happen, would that be right?
A I think that’s good, because if there’s something you don’t particularly want
to talk about and you know they’re going to ask you.
Q So generally if you had to say who decides what you do in sessions would it
be yourselves, or your counsellors or both of you? Would it have been a mutual 
thing or would it have been more yourself John or more (therapist's name)?
A John
At the start she would ask what I had done since the last session and she would 
incorporate a question into that and it would go from there like.
Q So if you had to say it was more you or more her or both of you what would 
you say?
A John
I don’t think she asked any questions directly, she asked them indirectly. That was 
good, she didn’t put you on the spot. .
Q And the actual topics that you discussed during the session, would they 
have been ones that you had wanted to discuss or ones that (therapist's name) 
thought it was important to discuss or would it have been agreed?
A John
Somethings I wanted to discuss and somethings I didn’t like.
Q Did you feel then that you had a say in what went on?
A Yes.
Q What about yourself Esther?
A Esther
Yes, the same, they wouldn’t push you to say anything you didn’t want to say. But 
like there would have to be a certain element of persuasion, cos otherwise you’d 
keep your mouth shut and sit in the corner, slight push.
Q So that’s important? Subtle. Would that have been your experience Ellie?
A Ellie
Yes, I think it was mutual as well. It wasn’t just him deciding or wasn’t just me
deciding, it was kind of mutual. Judging by what I’d say, say in one counselling
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session, it was just kind of mutual like.
Q Was that the same for you Fidelma?
A Yes.
Q Did you ever feel that you were being dictated to?
A Fidelma
No.
Q Did you feel that you were setting the pace?
A No (therapist's name) was setting the pace.
Q but you were happy enough with that?
A I was happy enough with that.
Q What if you felt that you weren’t happy with the pace? Would you have said
it to her?
A Most likely. I was never in that situation.
Q.13 Are/were you happy with the relationship you have/had with your 
counsellor?
Q Can I ask you a bit about the therapist/ counsellor? How would you describe
your relationship? John?
A John
Quite good relationship.
Q What was good about it?
A Well now I’ve gotten to know her better and she’s gotten to know me better.
Q Did it take long to get to know her?
A At the start she was edging me towards certain subjects.
Q You weren’t falling for it - So it took a while? - Why was that? Did you have
to learn to trust her or what?
A John
I used to bottle things up you know, so it took a long time.
Q What persuaded you to take the lid off the bottle?
A John
When I got to know her better I trusted her more, felt I could talk to her easier.
Q How would you describe your relationship with (therapist's name), Fidelma?
A I clicked with her once I came in, because she was so nice and she wasn’t
afraid to curse in front of me, like a friend.
Q So would that be a characteristic of them all, that they’re like a friend?
A Yes.
Q What about you Ellie, what was good about your relationship with your
therapist?
A I think it was like he didn’t know, he was a stranger to what was happening
to me, so it was good to talk to someone who didn’t know, who couldn’t pass a 
judgment. I think that was most important for me.
Q That he was?
A Non judgmental and a stranger to you.
Q As opposed to going to a friend and having a cup of coffee or whatever and
discussing your problems? That would have been important in your relationship, 
the non judgmental element?
A Yes.
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Q What about you Esther?
A Very personal and friendly, always remember your name. They wouldn't
have to look at a sheet of paper. She didn’t treat me like a fool, she knew I could 
see right through her. She didn’t treat me as if I didn’t know what she was trying to 
do.
Q So would she have treated you like an equal?
A Yes.
Q.16 Are you happy that being in counselling has helped you cope 
with your problems?
Q What are the benefits of coming here for you? If you had to describe them in
a nutshell. What were they for you, John? I know you said it helped you - you’re 
back in education now, you’re going to do your Leaving Cert.
A John
Yes, that was it. It was totally messed up. This year should be my first year in 
college, but because of all this messing round I’m only in fifth year now and I’ve 
another two years to go.
Q So the main benefit for you was a very practical one in terms of getting back 
into school and getting your education? Would that be right? Were there any other 
spinoffs?
A John
Em, I’ve come to terms with a few things as well. My mam moved to Italy last year 
and this helped me come to terms with that.
Q This helped you come to terms with your mam moving away?
Q What about you Fidelma? You said it helped with your Junior Cert?
A Fidelma
Yes, I probably wouldn’t have gotten a very good grade in my Junior Cert and I’m 
pleased with what I got.
Q So, it’s helped you to tackle the problems?
A Yes and now I’ve more bottle now outside, so every problem that I get I just
go around it.
Q So it’s helped you to solve problems?
A Yes.
Q So, you’re finished now?
A Yes.
Q You mentioned the Junior Cert too, didn’t you Ellie?
A Ellie
I think it helped me to distance meself from me Ma and Da’s problems. I was like 
their counsellor, and I felt like every time they had a row. I’d be up late at night, it 
helped me distance meself.
Q Have you brothers and sisters?
A Ellie
Yes.
Q What about yourself (Esther)?
A Esther
I think it gave me a lot of self-confidence and self-esteem and it helped me build a 
relationship with my Dad.
- 2 3 0
Q So it made the relationship better?
A Esther
Well it was non existent beforehand.
Q Would that have been the most significant thing for you?
A Esther
Not really, it Just helped me a lot along the way. I was also going to a self help 
group, but the one to one really helped. She’d check up on me, make sure I wasn’t 
just saying I was doing things.
Q Checking in that you did your homework and stuff like that? She kept up to
date? How was that for you? You were glad?
A Esther
Yes, because I’m the greatest procrastinator on the planet, and she made me feel a 
very slight healthy bit of guilt if I didn’t do it.
Q So, does coming to counselling make a difference to your lives?
A Fidelma
Yes.
Q Helping you to solve problems yourself?
A Fidelma
Yes.
0  Would you recommend it to someone?
A Fidelma
Yes, if they had problems like I had or even bigger ones, just to learn how to solve 
problems.
Q What about you Ellie, would you recommend it, first of all?
A Ellie
Yes.
Q Do you think it’s made much of a difference to your life?
A Ellie
Yes, I think before I came here I bottled things up a lot and didn’t talk about things 
and now I find it easier to talk about things more than when I did before I came 
here.
Q So it’s helping you to solve problems yourself? Helping you to find it easier
to talk about things?
A Yes.
Q Ellie is that just with (therapist's name) or in general with other people?
A Ellie
Yes, (therapist's name) first of all, but at times like even now, like with friends. But I 
think it can be harder as well to talk to other people.
Q What about yourself?
A John
Well, I can talk very easy to people anyway. My Da I couldn’t talk to him in depth, 
have a conversation about certain issues, I wouldn’t feel comfortable.
Q Would you recommend it to someone in the position you were in a year
ago?
A John
If it was someone your own age who recommended it you would be more inclined 
to go.
Q You’d know that they were more in tune really? What if you hadn’t come?
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A John
I don’t know. I don’t know what I’d be doing now. I don’t think I’d be in school 
anyway. It changed my life.
Q Sounds like it had a major impact!
A Ellie
I think with school it had a big difference, but with myself it had a more subtle 
difference. It wouldn’t be an obvious difference, you know that way.
Q But it’s something that you would notice in yourself, as opposed to Fidelma 
noticing in you in class? You feel that somebody else mightn’t necessarily notice 
that much. But things like school and?
A Ellie
Yes.
Q What about yourself Esther?
A Esther
There’s been a lot of changes. It closed up a part of my personality and opened up 
a positive side and people find it easier to talk to me. I find friends confide in me, 
and I have told people - my younger sister - recommended it to her. It’s done an 
awful lot for me. I’m a much better person.
Q Do you think you have the skills now to deal with your problems?
A Yes, it’s given me a lot of answers.
Q What about the future?
A Fidelma
It’s going to be prosperous.
Q.17 Overall, how do you feel about your experience of counselling?
Q How would you have described it (therapy) John?
A John
It was helpful, because I was getting a lot of grief off me relatives. It was good to 
talk to someone in a neutral position who could stand back and take a look at it. It 
was just totally annoying me, wrecking me head.
Q So here was someone who was objective?
A Yes.
A Esther.
Very non judgmental.
Q What about you Ellie?
A I think it was helpful by talking, cos my problem was that I couldn’t talk to
anyone. There were loads of people there for me to talk to but I wouldn’t talk to 
them or ring them up. I was able to get a lot off my chest you know that way. I have 
to say all I did was talk and it worked. It helped me.
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Categorisation of focus group and individual interview 
responses
Attendance
How regularly - fortnightly then bigger gaps - satisfied with that 
SV®
Once every 2 weeks 
Once a week 
Once a week 
Once a week
L"
Every week or two weeks 
Once a week 
Weekly
Who referred
Dad; mam x 2; guidance counsellor
sv
Psychiatrist 
School 
Don Bosco's 
Doctor - psychiatrist?
L
Social workers and foster parents 
Doctor(parents asked him)
Social services
Why
Thrown out of school 
Family problems 
Bereavement 
Problems in school
SV
The psychiatrist at one stage took me in for my own safety
Thrown out of school
Anger management
School problems, family problems
L
Overdose (foster child)
School problems resulting in poor attendance
® s v  is an identifier for the second centre visited 
 ^L is an identifier for the third centre visited
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In foster care; some CSA allegations
Knowledge about the service ,
Expecting to be interrogated
Didn’t know what to expect but wasn’t worried beforehand 
Funny looking with glasses - like on t.v 
Very nervous
Was told by guidance counsellor that service was very friendly 
Links with Church
If I had known a bit about it I wouldn’t have waited to come here 
Confused between what a psychiatrist does and what a psychologist does
SV
Very little
What did you know about Psychology? Nothing
Knew it would help me; stop me getting into trouble; problem solving
None
None
L
I thought it was just for people who were crazy, didn’t know what was going on 
didn’t know how to cope or anything, that’s what I thought 
None really
No, just someone to talk to (psychologists); I knew I was going to get help for 
whatever problems I had and to talk, to get things off my chest. I knew what to 
expect, because I’m the one in the first place who sort of wanted to talk and stuff
What would you have liked to have known?
That it didn’t cost anything
It may have helped to have some info - but “I just copped on fully”
Wouldn’t have made any difference to know anything beforehand
L
That you don’t really have to have a problem to come to a counsellor - it’s for 
everybody really
What did you expect?
To discuss things that I wanted to discuss and I needed to discuss 
SV
Nervous 
Didn’t know
L
Well I was just told that we’d be talking, that’s all; I thought it would be more like 
about when I was younger and why did I think those things - questions like that but 
so far it’s not anyway
Just talking; I was scared; I thought I wouldn’t like it, I do like it
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It’s different on telly, you see people lying on couches, getting analysis or qettinq 
something done a a
How would you describe the sessions?
Friendly
Relaxed, laid back, comfortable warm environment, not in a hospital
Important that it wasn’t huge or overpowerinq
Talked
Homework
Talk to someone in a neutral position who would stand back and take a look at it 
non judgmental person 
“Get a lot off my chest”
SV
She’d ask me...my recent...how I am 
Talking about things
She asks if there’s anything wrong, what I did at the weekend, is there any 
problems in the house, talk about how we can improve things
Just talked about how I was getting on basically to check if I have any problems 
with anything, chatting about “X Files”
L
We'd be talking about school and my friends and my parents and my brothers and
sisters
Talk about family, friends, school
Talk I think she would just come and see you and talk
What are you thinking about in the waiting room?
What you’re going to talk about
What’s she going to ask!
Not thinking about the session
Thinking about the topic agreed on for this session last week 
Bored
SV
What I will discuss , some weeks if there’s things going wrong, and some weeks 
where I’ve been absolutely fine, there’s nothing wrong and I feel great and 
whatever, I wonder what will I talk to her about 
What i’m going to say; what questions she will ask
What to say, what to talk about, what happened, I don’t really think about it, I try to 
remember what happened during the week so I can tell her that
L
When is she going to get here, I wonder what we’re going to be talkinq about Tm 
not worried or anything
The kind of questions she’ll ask me; bit nervous
What I rn going to talk about when she comes; No, sort of nervous sometimes but 
I m not that nervous anymore now that I’ve gotten to know her
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Length of session
It’s normally about an hour, but some days it’s longer 
SV
Sometimes a bit shorter than an hour 
Half an hour to an hour 
An hour
L
45 minutes to an hour 
An hour
Who sets the agenda?
Therapist would lead way through questioning 
Yes, had a say in what went on
Certain element of persuasion to talk - needed slight push 
Mutual
Therapist was setting the pace but I was happy with that 
SV
Sometimes she’ll ask me is there anything I’d like to discuss and if there isn’t she’ll 
say well she’ll suggest something for me and then she’ll ask me about it 
Sometimes her, sometimes both of us 
She asks questions and I answer 
Mutual
Well she just kind of asks what did you do today - school yesterday or something -
and we just carry on from there
She asks me what I want to talk about
Relationship with therapist
Quite good relationship. When I got to know her better I trusted her more, felt I
could talk to her easier
Like a friend, wasn’t afraid to curse, clicked
A stranger to what was happening to me - wouldn’t pass judgment
Personal and friendly; always remembered name
Treated like an equal
SV
Brilliant, very, very good; First of all I trust her, that is one thing I didn’t think I 
could...I’m not a trusting person...I didn’t think I could a therapist...It’s...(can’t hear 
few words) So I trust her
I kind of knew after a while, I got to like her. I trust her, that I can be totally honest
with her
Friends
Not too strict - like a friend
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Good - you could talk and you’d know it’s not going to be going all round the place 
- you’d know whoever you’re talking to listens
Yes at the start, I didn’t really think much of her, she was just prying into everything 
but when I kept on coming and got to know her I thought she was very nice, I could 
trust her; we’re good friends
I just feel comfortable talking to her and I tell her things and I know she won’t tell 
Good, sometimes - When you’re not in the mood sometimes to talk to her and to 
talk to people, she gets straight to the point. She gets the mood going forward; 
she’s so nice, she explains things very well
It’s good, we’re friends, she’s nice, different, not different in a bad way different in a 
good way, she’s nicer than some people
Did you make a contract?
Did you know how long you’d be coming for?
No
Wouldn’t have liked to have known how long you’d be coming for - frightening, off 
putting
Better not to have one
If the contract was too short you might feel that you’re pushed to get everything in 
SV
Not for a certain number of sessions, ‘cos I’ve seen her every week and then that 
just continued on; then that changed to seeing her every two weeks 
Happy to go along with it (how long she’d be seeing her)
A contract, that would have made me very nervous. I couldn’t open up. I’d have to
open up and say everything in 12 sessions
No
No
No
L
No; prefer to play if by ear; because if I did have a problem or something and my 
contract was finished I wouldn’t be able to come back and discuss it
Counsellor’s role
Help you help yourself
At the end of the day they can’t go home with you and step inside your front door 
Point you in the right direction
She was just kind of getting one of the problems out of the way 
SV
To get me to think, to get me to see different points of view around a problem or a 
situation, not just my own
Talking about school and home and how client manages problems; she asks me 
questions and answers them
She’s trying to somehow talk to me and trying to solve problems, trying to solve my
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anger
To interpret what was happening at mother’s; talk about problems
Well, I had just watched them on tv - you just sit there and they ask you a load of 
questions and try to get out problem; helping you with your problems and to make it 
easier to communicate with people and to discuss things, certain things, stuff like 
that
Trying to help you, improve really, improve my going to school 
Client’s role
It’s very important to want to be there
You’d kind of want to avail of it while you can. It takes much longer if you don’t 
I just wanted to get my problems sorted out so that I’d be able to manage to cope 
Well I just wanted somebody to help me get all my problems on one side 
I wanted to get to the real root of my problems, wanted to explore it 
Distance myself from my parents problems
SV
To tell her the things that I need to look at, to give her the information she needs to 
help me, these are the things I want to talk about and this is what I need 
Tell her what’s happening
To answer questions; to start conversations; to give a good answer 
To tell, mainly talking
L
Answer the questions; to help meself in communicating things 
Tell her all things
Friends and families
Just close friends aware 
No problem telling people
Worried about what friends would think that there was something really wrong with 
them
If it was appropriate (I’d tell)
Friends wouldn’t probe, listen to what you wanted to tell them
Thought I was very strong and very courageous to be able to talk to a stranger
about my problems
Mother was embarrassed to tell people - mother felt responsible 
I don’t have a problem with who knows
SV
All family members know - feel encouraged; close friends know - I wouldn’t tell 
them what I discussed, I would not tell them, but I would tell them that my family 
knew or whatever. I might tell them just that how I’d been
They might ask me “how did it go?” Sometimes I’ll say it was a bit rough and 
sometimes I’ll say “grand”, but they never pry; my headmistress and my form 
mistress, but none of the other teachers (know)
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Family know; friends don’t know - might slag him 
Family largely unaware; one close friend knows 
Family knew and friends
L
Foster family aware
Family know and ask about it, tells them bits; close friends know (didn’t believe her 
at first)
Benefits of coming
Back in education
Helped me come to terms with things - e.g. mother leaving home 
Helped her to do well in J. Cert 
Problem solving
Distance myself from parents’ problems
Gave me a lot of self confidence and self esteem and helped me build a
relationship with my Dad
One to one really helped - she’d check up on me
SV
Just the fact that (therapist's name) isn’t in my family or one of my friends, so all the 
things that I had messed up in my head I could talk to her about things. And she 
was able to give, help me think about why I did that; (how is it different to talking to 
someone you know) Very different, incredibly different. Like if I was to talk to my 
mother about the same things I was talking to (therapist's name) about, but 
because she is very emotionally involved and all the rest of it she can’t really look 
at it objectively, whereas (therapist's name) would be able to, and I didn’t have to 
feel, there was no, if I spoke to my family or friends there might be bitterness 
whereas with (therapist's name) it was all very matter of fact and also like she isn’t 
in my day-to-day life so I don’t have to worry about what she thinks of me telling her 
certain things. She’s not judging me or anything like that whereas I would have to 
with others
Haven’t got into trouble in ages; helps calm me, stops me worrying; stops me 
fighting with brothers at home
Don’t think it’s really helped in terms of anger management, but practical things 
yes, e.g. advice to staff in house
Helped in terms of Education; talk about problems you wouldn’t talk about at home 
L
When I go home I’m able to communicate with everyone. It just makes it easier for 
me 'cos I don’t feel muddled up; close friend knows; I wouldn’t mind the teachers 
knowing actually 'cos I don’t think it’s that big
Family take her problems more seriously; well it’s helped me talk to my friends 
more. She helped me going to school. She showed me how to think of it positively 
and how to talk about it positively
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It was helpful like, to get things off my chest and talk; I kept getting mixed up 
between psychologist and psychiatrist. Yes. I didn’t really understand who these 
people and things were
Em, God, it’s made me get help, if I had problems. I’d have someone to talk to, a 
shoulder to cry on or whatever. She gives me help if I need advice or whatever, if I 
need to talk to someone I talk to (therapist’s name) or (foster mother) or social 
worker or someone. She’s there for me to talk to. She gives me advice if I need it
How does being in therapy make you feel?
Relieved...in some ways it was incredible to talk about...I would stress about it a 
bit...but like most of the time it is a great relief
SV
A bit embarrassed - I’m a bit of a psycho 
No negative feelings
L
At the start it made me feel so stupid because of what I’d done. It made me feel 
really stupid because I had to go to a counsellor and it made things worse for me, 
because I thought I was like mad or something that’s why I was coming here. But 
as I came then it didn’t feel as bad. I’m just like everyone else, only with problems I 
can’t talk to other people about 
At first embarrassed
Recommend it?
Yes, if they had problems like I had or even bigger ones...just to learn how to solve 
problems
Yes, I think before I came here I bottled things up a lot and didn’t talk about things 
and now I find it easier to talk about things more than when I did before I came 
If it was someone your own age who recommended it you would be more inclined 
to go
I think with school it had a big difference, but with myself it had a more subtle
difference. It wouldn’t be an obvious difference, you know that way
There’s been a lot of changes. It closed up a part of my personality and opened up
a positive side and people find it easier to talk to me. I find friends confide in me,
and I have told people - my younger sister - recommended it to her. It’s done an
awful lot for me. I’m a much better person
Yes, it’s given me a lot of answers
Or even if I do begin to feel stressed or negative about it, I have the skills like to 
deal with it
It's very positive, not just about the future but I’m very positive about the now too. A 
year ago I just couldn’t go beyond myself to be able to see the future
sv
Yes, very much so 
Yes
Depends on the situation 
Yes
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Would you go to counselling In the future?
Yes I think I’d recognise denial. I feel comfortable enough that if something did go 
wrong in a number of years that I would have the confidence and the courage to be 
able to come back to a counsellor 
I’d rather have the confidence to think I wouldn’t need to
Yes, if the service was the same - same kind of friendliness...same way they listen...
I think it’s a very good idea to realise before it gets too late when you could do with 
somebody like a counsellor rather than letting it build up and getting totally out of 
hand
SV
I know that it could help me. I’d know that I was in that situation and it did 
Yes, if I was going when I was younger, why shouldn’t I go when I’m 30 
Open mind
L
Well like there’s no point in keeping it all to yourself, if you’ve no-one to talk to 
about it. It’s better to go to someone and discuss things with them 
Yes, because I know they can help you
The building
SV
Neutral
Neutral
Deadly - time-out room
-waiting room
Always warm and full of plants 
Magazines that are 300 years old
Mostly women’s magazines, even though it’s a young people’s place 
Would like a few car magazines
They need to have very young children’s comics right up to older people’s 
“Sugar” magazine
They always have Radio One on. It would put you to sleep it really, really would 
“Nick’s” magazines, because if I’m sitting in there waiting for (therapist’s name). I’m 
just reading the posters (on the wall)
You could bring in your own magazine
L
Office could be cosier; waits in car because of cold 
Very quiet; cold 
Very friendly
-therapy room
SV
It changes every time
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The receptionist .
She always knows who’s talking on the phone, before you say your name she
knows who it is. That’s very good . . . . .  .
Even when you come in like everybody knows you. That’s real nice that they know
your name, that they take the time, that they care
Yes... like other places I’ve been you walk in ...like that one in the hospital the
counsellor in the hospital...when you walk in no-one looks at you or anything
They’re all going about their business
SV . . .
Those who know me are welcoming; they seem to take a genuine interest
Staff being friendly doesn’t make any difference but “it’s nice to be nice”
L
No receptionist 
Very nice
Talking to others in waiting room
No
A couple of times you’d here the doorbell and you’d think I hope that s nobody I 
know!”
SV
No
No
L
No
Travel
Bus or lift (with parent), bus and walk
SV
Walk
Bus
Cycle
Bus
L
Lift
Lift
Is it a problem missing school?
SV
No, but maybe when coming up to tests 
No
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Do you come on your own?
SV
Yes
Yes except for first few times (a family member)
L
Foster mother waits in car
Is once a fortnight enough?
Sometimes you’d like more but others it’s grand
SV
It changes, I go through periods when I’m not great, there are other times when I m 
glad, two weeks is good
Waiting list
I was waiting about a month
They got me an appointment very quick even though they said there was a waiting 
list
About two months 
SV
Not long on list 
Not waiting long
L
Couple of weeks
What people brought up themselves
I think it’s very important that on the first session you reassure the client especially 
about anonymity, because a lot of people don’t tell you anything about the service 
itself, and I think a general outline
It makes you more comfortable opening up to the person. If they’re not afraid to tell 
you about them why should you be afraid to tell them
Not as a recited piece, but in general conversation, like (therapist’s name) 
mentioned her family a few times. It’s very important for a therapist to come across 
like...
I would have loved to have reassurance and for him to say “I think you’re getting 
better, you’re becoming more confident” or whatever. I was really unsure and 
wondered “does he think I’m getting any better?” I’d love him to say “you’re getting 
somewhere”. I sometimes think “what’s the point”. I’d love someone to tell me 
reassure me sometimes
Not too much (feedback)...just to give you the odd boost....it’s like praising and 
scolding
I think sometimes for me I thought I’d find it more easy to talk to a female. And 
when I got a male counsellor I thought “oh God”. And even some things even now I
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kind of back off a bit and don’t go into too much detail with a male counsellor. Any 
other counsellor I ever had before (one-to-one) was a woman 
In some ways it is (a disadvantage) and some ways it isn’t. In some ways you tend 
to back off a bit. It’s just like talking to any kind of fella. Like with my Dad I wouldn’t 
go into too much detail, but with my mam I would
The relationship is very important especially at the start, because it does take an 
awful lot of courage. And I think it’s a good way to start off to be told that you are 
very courageous to be doing what you are doing
SV
That’s why I like the counselling because it’s confidential as well...you can say 
whatever you want to say
L
They all say everything and...
Q How does that make you feel?
R Less confident. We don’t have much confidence. Like (foster mother)
always says “take your confidence out of your pocket”. Sometimes we do, 
sometimes we don’t
Q You’d like to have more say in your lives?
R Yes, if we just had the confidence, courage to say it. But we don’t, whatever
it is
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Categorisation of responses to Q.18 and Q.19
For explanation of procedure, see notes at end of section.
Individual responses to Q18 and Q.19
18 I would not have been able to cope without the help I received
19
03002
18 No
19
03003
18 ^ ^
19 I would like to be seen much more than I am at the moment
03004 
18 - 
19 -
03005
18 No
19 The early appointment 
03007
18 I'd recommend it
19 No
01012
18 No
19 No
18 I think that the counselling really helped me with my problems and thought it
really helped me to learn how to treat myself and other people alike
19 I have heard that other people have been having counselling with just the 
child present, what I propose is that people should have counselling with their 
parents present so as that they can let everything out in the open and be more 
honest with each other
01014
18 It has helped through a lot of tough times I have had
19 No, everything was fine
no response to this question
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01015
18 No, not really but you do a very good job
19 No they do extremely good jobs with us
18 I felt very comfortable with my counsellor, I felt as though I could contact
them at any time if I just needed a chat
19 -
01018
18
19 -
01019
18 I found it a very good service and there should be more around
19 -
01020 . . .
18 Scary - sometimes it feels that the counsellor is against me and is agreeing
with my parents
19 That you could be told about this and have a first session about what's going 
to happen
01001
18 No
19 No, I think my experience of counselling is very good 
01002
18 It made me feel like I'm not alone and everyone has problems 
it made me feel like my problems were worth solving
19 -
01003
18 Helps you sort out the problems you have, cos you can talk to someone 
who's not involved ^
19 -
01004 
18
It has really helped me and my mam to get along and me and my brother to get 
along. It’s really helped me to not commit suicide
19 Let the child decide how long the session goes on and whether he wants to 
answer question
01005 
18 - 
19 No
01006
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18 No
19 Place closer different approach and bigger steps and not talking only
01007
18 I felt that my problems were well understood and dealt with
19 -
01008
18 I don’t feel that it’s done much good
19 Not really
01009 
18 - 
19
01010
18 Not really, it’s quite good
19 I think I’d prefer if I could come a bit more often, but I don’t mind too much 
01011
18 It has helped out a lot at home 
1 9 -
01012
18
19
01013 .
18 - 
19 -
01016 
18 - 
19 -
02021
18 At first I didn’t think there was much point in coming to counselling, as I had 
to make excuses to friends etc about where I was going and it was kind of boring 
but recently it has helped me to understand more about my problems
19 -
02023
18 No
19 No 
02026
18 No
19 -
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10109 
18 - 
19 -
10101
18 No
19 -
10102
18 It’s been a good experience to be able to talk but I don’t feel that I can 
identify with my counsellor as she is not of my age group and cannot fully 
understood the pressures of teenagers today
19 I would prefer that my counsellor would tell me more about herself so I could 
understand her better and relate to her more easily
12124 
18 - 
19 -
12122 
18 - 
19 -
12125
18 It's helping me through a rough period. It’s great that counselling is out there 
for people with problems
19 No, it’s grand
12128 
18 - 
19 -
12130
18 No
19 -
12129 
18 - 
19 -
05132 
18 - 
19 -
05131 
18 -
19 Talk more about general things
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05136 
18 ■ 
19
06004
18 No
19 No
06041
18 I found it very slow progressing. I also found a lot of the techniques very 
unrealistic and idealistic. Otherwise I found it very well structured and organised
19 I have to travel quite a bit to attend sessions and a more realistic view as to 
location (it’s right beside a secondary school) and people know that you’re going to 
counselling and give you a hard time over it
06042
18 I felt it helped me to develop skills I already had. It guided me in the right 
direction
19 I think at the start of counselling you should be asked how long you would 
like each session to be because I found sometimes I was drained after an hour. It’s 
a bit too long to be discussing difficult issues
06043 
18 - 
19 -
06044 
18 - 
19 -
06045 
18 - 
19 -
06046
18 No
19 I think that people who need counselling should be seen to asap and not be 
made to wait to see one
06001
18 Hard at beginning to make myself think about things
19 No
06002
18 No
19 No
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06003
18 Cope with my family
19 No, I like it the way it is
07064
18 Baseball
19
07061 
18 -
19 Could be explained to me more why I have to do certain things and some of 
the activities might be a bit childish for a 17 year old
07062
18 No ^
19 More time spent on general topics rather than the worries I have at the time.
I would like to spend more time sorting out the problems and worries that exist in 
my mind at that time rather than general topics like self-esteem
07063 
18 - 
19 -
07065
18 It has been a big help
19 No, I have been happy with it
07068
18 I had a great counsellor who really helped me greatly with my problems
19 No, I think my experience with counselling needs no improvement
07070
18 No
19 No
07069 
18 - 
19 -
11039
18 It has helped me get back on track after a really unhappy time - 1 felt I had a 
person there who really listened
19 I wish it could have happened sooner
11040 
18 No
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19 No
09071
18 It has helped me to cope better with what has happened to me and my life 
has been a lot better since I started to attend
19 -
09072
18 I don’t have to give a main topic or problem, I can just talk about my week 
and what’s happening in school or at home
19 No
09076 
18 - 
19 -
09077 
18 -
19 More time spent on the real problem
08081 
18 - 
19 No
08082
18 No
19 No
08083 
18 - 
19 -
08084
18 No
19 N/A
08085
18 It is very good because I know what I tell my counsellor he/she won’t go back 
and tell anyone
19 No, my counselling is very good
08087
18 No
19 No
08089
18 No
19 No
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08090 
18 - 
19
08086
18 No 
1 9 -
08088 
18 -
19
04143 
18 - 
19 -
04144
18 Just that it helped me a lot and I'm very thankful for that
19 No
04146 
18 - 
19 -
04147 
18 -
19 Counselling can be improved by getting on in school and getting help with 
your counsellor and by talking about your family and your parents
04148
18 No
19 Make it in the evening the whole time
04149
18 The meetings should be longer
19 No
04150
18 No
19 No
Explanation of categorisation procedure
1 Each individual’s response to Q.18 and Q.19 were noted.
2 Responses to Q.18 were highlighted in one colour ink, 0.19 in another
colour.
3 Taking 0.18 firstly, responses which were consistent with questions on the
ASO were noted. New ideas gerrerated by 0.18 were recorded.
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a) These new ideas were grouped into three main areas: effect of counselling 
on personal development; characteristics of counsellor; other positive outcomes of 
counselling.
b) Regarding category one, the effect of counselling on personal development, 
four outcomes emerged - personal maturity, self-worth, understanding of self and
development of skills. . ,
c) Regarding category two, characteristics of counsellor, a number o t
descriptors emerged - listening skills, confidentiality of relationship, 
appropriateness of techniques used by counsellor, objectivity, neutrality, 
accessibility of counsellor.
d) Regarding category three, other positive outcomes of counselling, 
responses were that the counsellor normalised problems for the client, counselling 
protected the client from committing suicide, counselling helped improve the 
client's relationships with others.
4 Similarly with Q.19, responses which were consistent with questions on the
ASQ were noted. N e w  ideas generated by Q.19 were recorded.
a) These new ideas were grouped into two main areas: counselling sessions,
features of service delivery.
b) Regarding category one, counselling sessions, suggestions were made 
about structure of sessions (who is present, appointment times, frequency of 
appointments and duration of appointments) and content of sessions (more 
explanations/ information needed from counsellor, more child input).
c) Regarding category two, service delivery, responses included more 
openness from counsellor in terms of his/her personal experiences, a more 
anonymous location, and an early appointment.
Categorisation is visually depicted in tree diagrams, see Figures 1 and 2 in text.
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Appendix C
r n r n n
ADOLESCENT SATISFACTION QUESTIONNAIRE
SOME FACTS ABOUT YOU
1. Sex M a le O  F em a leO
2. Age ___
1 Are/were you happy with the frequency of counselling sessions? __
Very ha ppyd  HappyO  Not happyO Very unhappyd
2 How do/did you feel about the amount of time you spent on the 
waiting list?
Very unhappyO Not HappyQ Happyl— I Very Happy— I
3 Are/were you happy with the decision to attend counselling?
Very happyO H appyO  Not happyO Very unhappyQ
4 Were you happy with the amount of information you had about the
Psychology service before you first came?
Very happyCI HappytZl Not happyO Very unhappy—J
5 Are/were you happy with the amount of travelling it takes/took you to get
here?   — ,
Very happyO HappyCZI Not h a p p y l Very unhappy—
6 Are/were you happy that you are/were made to feel welcome here?
Very happyCH HappyCH Not happydH Very unhappy!—J
7 Are/were you happy with the way you are/were treated by other staff?
Very happyl—I Happ^—I Not happyl—]  Very unhappyl— I
8 Are/were you happy with the facilities in the waiting area?
Very happyC—I Happyl—-I Not happ^—I Very unhappyl— I
9 How do/did you feel about the length of each session with your counsellor?
Very happyl—]  Happ^ ^LZH Not happyl—-I Very unhappyl— I
10 Are/were you happy with the times of the appointments offered to you?
Very happyl—]  Happyl— I Not happyCZ] Very unhappyl— I
11 How do/did you feel about who decides/decided each session’s topic? 
Very happyl—] Happyl— 1 Not happyl-] Very unhappyl— I
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12 Are/were you happy with the amount of information your counsellor gives/ 
gave you at the start of each session?
Very happyC] Happyl—-I Not happyCZl Very unhappyl— 1
13 Are/were you happy with the relationship you have/had with your 
counsellor?
Very happyO Happyl—- 1  Not happyCZl Very unhappyl—J
14 Are/were you happy that your counsellor understands/understood your
problems? __
Very happyl—] Happyl—]  Not happyl—]  Very unhappyl—
15 Do/did you ever meet your counsellor with your parents/guardians 
and/or other family members present?
y e s O  n o O
If yes, how did you feel about this arrangement?
Very happ^^—]  Happyl—]  Not happyl— I Very unhappyl— I
16 Are you happy that being in counselling has helped you cope with your 
problems?
Very happ^——I Happyl—]  Not happyl—]  Very unhappyl— I
17 Overall, how do you feel about your experience of counselling?
Very ha pp yd  H appyO  Not h a p p yd  Very unhappyd
18 Is there anything else you would like to tell us about your experience of 
counselling?
19 Have you any suggestions for ways in which your experience of counselling 
could be improved? Please describe briefly.
THANK YOU VERY MUCH FOR YOUR HELP
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□□□
THERAPIST EVALUATION INVENTORY (adapted from Kazdin et al.
Directions: please read the following 14 questions and circle the rating which you 
think applies in each case.
1. How receptive was this adolescent to therapy?
Extremely receptive 6 5 4 3 2 1 Not at all receptive
2 Was she/he able to grasp the strategies used in therapy?
Extremely capable 6 5 4 3 2 1 Not at all able
3 Was she/he cooperative?
Extremely cooperative 6 5 4 3 2 1 Not at all cooperative
4 Did she/he want to change his/her clinical problem?
Absolutely 6 5 4 3 2 1 Not at all
5 How much did the adolescent learn in therapy?
A considerable amount 6 5 4 3 2 1 Nothing
6 How much new information did the adolescent acquire from therapy?
A considerable amount 6 5 4 3 2 1 Nothing
7 How much do you think this adolescent improved as a result of therapy?
Extremely improved 6 5 4 3 2 1 No improvement
8 Was she/he able to apply gains made in therapy sessions to other 
situations?
Extremely capable 6 5 4 3 2 1 Not at all able
9 How great an effect do you think therapy will have on his/her life?
Great Effect 6 5 4 3 2 1 No effect
10 How much will therapy improve his/her ability to deal with frustrations?
A great deal 6 5 4 3 2 1 Not at all
11 How well will she/he be able to deal with failures?
Extremely well 6 5 4 3 2 1 Not at all well
12 Please rate overall how you feel the adolescent will do in the future? 
Extremely well 6 5 4 3 2 1 Not at all well
13 How much will the adolescent be able to generalize from the treatment 
setting to the family/community?
Extremely well 6 5 4 3 2 1 Not at all well
14 Overall, how well do you think your client is responding/responded to 
therapy?
Extremely well 6 5 4 3 2 1 Not at all well
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CLIENT BACKGROUND DETAILS
1 Sex of client ______
2 Age of c l i e n t ______
3 Is client still attending school?
Yes O
No O
4 Previous attendance at a psychology service
Yes □
No □
If yes was this 
here □
another service O  
5 Which therapeutic model(s) do/did you use with this client?
Please categorize as best you can this client’s presenting problem(s) 
(You may tick one or more boxes)
Conduct disorder __ O  Anxiety O
Expulsion from school O  Depression D
Problems in school C-3 Suicide risk D
Poor attendance at school O  Drug abuse
Death of someone close O  Drug overdose
Anger management Living in foster care^J
□  Abuse - physical L J
□  sexual O
n  Attention Deficit O
Family problems 
Parents separated 
Parents’ marital problems
Other (please describe briefly)
7 Which broad category of socio economic status do you think your client’s 
family would fall into?
Professional/managerial O
clerical/skilled manual O
unskilled I—]
THANKS AGAIN FOR YOUR HELP
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Appendix D
Table D-1 Breakdown of psychotherapeutic modalities employed
Type of model used by therapist Frequency of use %
Cognitive-behaviour therapy 20 23.8
Psychoanalytic/psychodynamic 08 09.5
therapy
Humanistic/Person-centred 02 02.4
therapy
Non-directive/Supportive 02 02.4
counselling
Systemic/Family therapy 03 03.6
Mixed (2 of the above) 33 39.3
Eclectic (3 or more of above) 12 14.3
Missing responses 04 04.8
Total 84 100
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Table D-2 Breakdown of presenting problems
Type of problem Frequency of problem %
Internalizing 04 04.8
Externalizing 01 01.2
Bereavement 01 01.2
Family problems 05 06
Abuse 06 07.1
Mix of internalizing and 03 03.6
externalizing
Mix of internalizing and 12 14.3
any other problem type
Mix of externalizing and 10 11.9
any other problem type
3 or more problem types 37 44
Other 05 06
Total 84 100
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>1)
Table D-3 Mean scores, standard deviations and modal scores for Adolescent 
Satisfaction Questionnaire items
Questionnaire item Mean SD Mode
Frequency of sessions 3.14 0.6 3
Time on waiting list 2.8 0.87 3
Decision to attend 2.9 0.71 3
Information before coming 2.59 0.65 3
Amount of travelling 3.04 0.7 3
Made to feel welcome 3.51 0.59 4
Treatment by other staff 3.32 0.6 3
Waiting area facilities 2.88 0.65 3
Session length 3.21 0.58 3
Appointment times 3.11 0.78 3
Who decides topic 3.13 0.56 3
Information at start of 3.27 0.61 3
session
Relationship with 3.44 0.52 3
counsellor
Counsellor understanding 3.55 0.59 4
Family meetings 2.14 1.27 3
Helped cope 3.27 0.72 3
Feel about the experience 3.24 0.6 3
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Table D-4 Mean scores, standard deviations and modal scores for Therapist 
Evaluation Inventory items
Questionnaire item Mean SD Mode
Receptive to therapy 4.31 1.19 5
Able to grasp therapy 4.16 1.17 5
Cooperative 4.56 1 5
Wanting to change 4.23 1.46 5
Amount learnt 4.16 1.05 4
New information 4.22 1.24 5
Improvement 4.18 1.42 4
Ability to apply gains 4.07 1.5 4
Effect of therapy 4.18 1.47 4
Ability to deal with frustrations 4.17 1.4 4
Ability to deal with failures 3.86 1.35 4
Future 4.1 1.1 4
Generalise 3.88 1.14 4
Overall response 4.19 1.04 5
261
Factor Scree Plot
LU
1 412
Factor Number
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UNNEPSITY
